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ABSTRACT 

This docuneht provides the sixth annual report on the 
health states of the citizens o£ the United States. Submitted by the 
Secretary of Health and Hunan Servioes to the President and Congress 
in compliance with Section 30^8 of the Public Health Services Acjt, the 
report presents .statistics concernin^^" recent trends ifi the health 
care Sector alooV vitfi^ <3etailed discussions of selected^^durr^t 
health issues. The report is divided into two\parts: the first ^ 
consists. of several analytic articled on selected topics in the ' 
health field, 'such as trend^s and\vajpiations in birth weight, 
m'ortality among the elderly; prevalence and management of diabetes, 
educatioi^al differentials .in health practices, growth of health 
maintenaiice organisations, use of dental services, and 
employment-related healltti insurance Emphasizing age-adjusted data, 
the second part consists o^ 79 detailed statistical tables organized* 
around four major subject areas: health status and determinants, 
utilization of tveaJLth resources, health care resources, and health 
care expehditu^^. A gui^j^^ to the$e detailed tables is included, and 
dese/iptrons of the data sources pli^s a "glossary of terms ^are ^ r 
appended. ,{RH) * 



^ Reproductions suppliedi^by EDRS are the best that car) be made * 
* from the original document. * 
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Foreword 



Health, United States, 1 981 is the sixth aimual report on 
the health status of the Nation submitted by the Secretary 
of Health and Hiin^ Services to the President and Con- 
gress of the United States in compliance with Section 308 
of the Public Health Service Act. It presents, in a single 
volume, statistics concerning recent trends in the health 
care sector and detailed discussion of selected current 
health issues. 

This report was compiled by ihe National Center for 
Health Statistics with the assistance of the National Center 
for Health Services Research, Office of Health* Research, 
Statistics, and Technology. 

This report is divided into two parts. Part A consists of 
several analytic article^ on selected topics 6f current in- 
terest in the health fiir(d. 'Phese articles are not intended to 
cover all th ^ i m f ft mani health issues. Many significant 
topics ^e not addressed because of contraints in report 



size and data availibility. Part B consists of 79 d^ailed 
statistical tables that are organized'around four major sub* 
ject areas— health status and determihants, utilization of 
health resourqes^ health care resources, and health care ex* 
penditures— and includes a guide to the detailed tables. 
There are also two appendycs that, provide descriptions of 
the data sources and a glossary of terms. 

This edition of Health, United States continues the ap- 
proach used during the previous 2 years by emphasizing 
trends and comparisons over time. Once again, the detail* 
ed tables emphasize age*adjusted data. This was necessary 
for two reasons. First, the elderly constitute a growing pro- 
portion of the U.S. population and second, several 
demographic subgroups of the population have different 
age structures. By a(ljusting for age, data can be compared 
more easily over time and for different groups. 
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Hetltk Status tad Determiatnts \ 

• After a rapid dccEnc from 1960 to 1976, fertility rates in 

• the United States have leveled off, reaching 67 births per 
k,000 women 15-44 years of age in 1978. Pi^visional 
data for 1979 shovf a slight increase to 68 births per 
1 .000 women 1 5-44 years of age. 

• Since 1973. birth rates for black teenagers have been 
decreasing more rapidly than those for white teenagers. 
However, in 1978. birth rates remained three times 
hifeher for black teenagers than for white teenagers— 77 
and 25 live births per 1.000 women 15-f7 years of age. 
respectively. 

• Life expectancy at birth continued to increase, reaching 
69.5 years for men and 77.2 years for women in 1978. 
For the total population, provisional data for 1979 show 
a continued increase from 73.3 years in 1978 to 73.8 
years in 1979. 

• Age-adjusted mortality rates continue to "decline. 
However, in 1978. they remained 80 percent higher for 
men thanffor women and 48 percent higher for black 
people than for white people. ^ * ^ 

• The iifant mortality rate- has continued to decline, 
reaching 13.8 deaths per 1,000 births in 1978 and a pro- 
visional rate of 13.0 in 197§. The mortality rate for 
black infants, however, is still almost twice as high as 

• for white infants. 

• Heart-disease and stroke mortality have continued to 
decline for all ag^s. Cancer mortality has declined for 
people under 50 years of age. but has been increasing 
for those over 50 years of age.* 

• Following n substantial decrease in motor vehicle acci- 
dent mortality, the age-adjusted rate for motor vehicle 
accidents ingrease^y about IQ percent/between 1975 
and 1978. Motor ^^clc accident mortality is particu- 
larly high for white men 15-24 years of age-~75 deaths 
per 100,000 population. 

• Although; age-adjusted death rates for-homidde for 
black men have been decreasing during the 1970's while 
increasing for white men, these ratearemained substan- 
tially higher for black men in lSn8— 66 deaths per 

f 1()0,000 population, compared with 9 for white men. 
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• After a^period of es$c/itially no change between thcr 
mid-1950's to the late 1960's; mortality rates among the 
elderly decreased at an average annual rate of 2 percent 
between^ 1964 and 1978. Rates for women declined more 
rapidly than those fo^^^en— 2.3 percent versus 1.5 
percent. 

• Increased in lung ckncer mortality rates have been ac- 
.celerating for women while they have been decelerating 
for men. The average annual rate of increase for women 
65774>eaj^f age rose from 0.2 percent for 1950-54 to 8 
per^nt for 1968-78. FcfTmin of the.same age group, it 
dropped from 8.9 percent to 2.4 percent per year. Thist 
rapid increase for women is associated with iqcrcjiscs in 
cigarette smoking which peaked during the 1950's. 

• The proportion of live births weighing 2,500 grams or 
less has declined very slowly during fhe 1970's and at a 
slightly greater rate among white infants than among 
black infants. The proportion of births at greatest risk 
(1.500 grams or less) declined^ even more slowly among 
white infants and increased slightly , among black 
i^ifants. ^ ♦ - 

• Bmtsk infants are al)out two and one-half times as likely 

• as ^ite infants to weigh 1 .500 grams or less at birth and 
twice as likciy to weigh 2.500^grams or less. 

• For each race, a marked decre^e occurred in the pro- 
portion of low and very low birth weight infants as the 

* educational attainment o^the mother increased. The 
proportion of births weiming 1,500 grams or less was 
about 35 percent higher^m^ng mothers who had less 
than 12 years of education than among mothers who 
had 16 years or more. There was no'reduW^on in this 
socio-economic difference between 1972 and 1977. 

• In 1979, an estimated 2.4 percent of ' the civilian 
noninstitutionalizcd population of the United States 
reported having diabetes. This represents a sixfold in- 
crease sjnce 1935. 

• Within age, sex. and race categories of the population, 
those with less education have a greater prevalence of 
known diabetes. About 58 percent of all diabetic adults 
have less than 12 years of education, compared with 

t only 30 percent of nondiabetic adults. 

• ^**Good'* health practices, i.e., sleeping 7-8 houft a 
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night, limiting alcohol consumption, not smoking, be- 
ing physically ac6ve, and controlling weighi are related 
to physical health status and longevity. 

Although the majority' of^Xmerican adults 20-64 years 
of age are engaging in positive health practices, marked 
differences exist between population subgroups. While 
about 40 percent of adults with 13 years or-mOre of 
education had at least four of five good health practices, 
only about 304)ercent of those with less than 12 ye^s of 
education had as many. 



UtilizatiOB of Healtb Resourceir 

. ^ Although there has been a marked trend toward equal- 
ity in the use of physician services by income groups, 
people in lower income groups use considerably fewer 
dental services than those in higher income groups. Fur- 
thermpre, even among the higher income group,, use of 
dental services vary--^lack. people use less than white 
people and residents of non metropolitan areas use less 
than metropolitan residents. 

• Ambulatory medical care utilization is coosiderablyi 
lower m nonmetropdlitan areas than in metropolitan^ 
areas. Furthermore, residents of counties that did not 
have a city with a population of 10,000 or more gener- 
ally had lower utilization rates than other nonmetropoli- 

^ tan areas. 

" • The use of Paplests and breast examinations increased 
between 1973 and 1979. The increases were greater for 
black women than ^for white women and* greater for 
middle-agC]d women than for younger women. 

• The percent of persons screened for hypertension in- 
creased substantially between 1974 and 1979. with the 
largest increases occurring among ntiddle-aged low- 
income men. 

• Hospital discharge rates have been increasing during the' 
1970's, but the average longth of stay has been decreasing 
at a faster pace. As a result, days of care have declined 
slightly. 

• Rates for tonsUlectonH^ among children have continued 
their long-tertn decrease. Between 1974 and 1979, these 

^ ratei decreased by about 40 percent 4^ children under 
ft years of age. * 

• Cesarean section rates continued to increase. Between 
1974 and 1979, the rate jumped by 78 percent to 16.4 per 
100 deliveries. — . 



Health Care Resoarcte , y . 

• During'the 1970's, the number ^f professionally active 
physicians per 10,000 population in^eased 30 percent. 
The number of professionally active physicians per 
10,000 population is projected to increase another 34 
pe^t between 1980 and 2000. • 

• Between 196S^d 1980, the number of active civilian 
dentists per 100,000 population increased by 18 percent. 

• In 1979, the ratio of active dentists per 100,000 popula- 
tipn in the Northeast was SO percent higher than in the 
South. Dentist-to-population ratios were 62 percent 
higher in metropolitan areas tAan in nonmetropolitan 

' areas. Metropohtan areas with a population exceeding 
one million had 22 percent more dentins per 100,000 
population than smaller'^metpopolitan areas. Likewise, 
the dentist-to-population ratio was 42 percent higher for 
nonmetropolitan counties with cities of 10,000 popula- 
tioh or more thanNfor nonmetropolitan counties notv 
having a population center that large. 

• The use of auxiliary dental manpower has been increas- 
ing. In 1955, about three-fourths of all dentists 
employed at least one auxiliary. By 1978, nearly 4II den- 

^ tists employed at least .one auxiliary. 

• Between 1974 and 1979, the number of community 
hospitals decreased by about 3 percent. Occupancy rates 
in these hospitals have also decreased. However, their 
numbers of beds, full-time equivalent employees, and 

^ outpatient services have increased. 

• While the number of nursing homes decreased by 14 
percent between 1973 and 1978, their average size in- 
creased, resulting in an increase in the number of nurs- 
ing home beds. However, the population 65 years of age 
and over increased more rapidly, resulting in a smaller 
number of beds per 1,000 population 65 years of age 
and over. 
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Continuing a long-term trend, rates for tubal ligation 
for women 15-44 years of age increased by 69 percwit 
between 1974 and 1979. 

Rates for lens extractft>n (i.e., cataract removal) have in- 
creased substantially among the elderly. Between 1974 
and 1979, these rates increased by about 30 percent for 
people 65 years of age ajid over. 



• The number of people eru-olled in health maintenance 
organizations (HMO's) increased threefold since 1970, 
to 9.5 million in 1980. ^ * ^ . 

Health Care Expcnditores 

• In 1980, health care expenditures in the UnitectStates 
, totaled $247.2 billion, an average of $U067 per person, 

and comprised 9.4 percent of the gross national 
product. ^ 

• Between 1970 and 1980, personal health care expend-, 
litres more than tripled, increasing at an averagf, an- 
nual rate of 13 percent. Almost two-thirds of this in-^ 
crease was the result of price Inflation in the health care 
sector. 

• Rising health care expenditures are not unique to the 
United States. Other western industrialized countries, 
have experienced similar or greater increases in Ve^t 
years. 

/ 



• In 1980, one-third of per$ony health care payments 
were made out-of^^pbckct, compared ^vith two-thirds in 
1950. , • ' 

• Public programs paid 40 percent and private healtl^in- 
surance paid an additional 27 percent of the Nation's 
personal health care bill in 198o/ 



personal 

In r977. 



88 percent of employees in the United States 
worked in firms that offered a health insuwmce plan. 
^Workers in very small firms were less likely to have 
employment-relateil health insurance than others; 45 
percent of this group (approximately nine million peo- 
ple) worked for firms in^hich group insurance was not 
available. 



• Mean health insurance premiums ih 1977 were approx- 
imately* $600 per eligible employee. On the average, ■ 
employers paid 80 percent of these premiums. 

• Hospital care expenditures continue to claim the largest 
share of the health care ddllaiv accounting for 40 per- 
cent of total health care expenditures in 1980. Physician 

services and nursing home cart accounted for 19 percent 
and 8.4 percent, respectively. 

The major portiwi of Government hMiih care expend- 
itures is for institutional care. For^edicarc, hospital 
care accounted for 74 percent of expenditures in 1980. 
For Medicaid, thp bulk oK, experWitures was almost 
evenly split between nursing home care an4 hospital 
^ care (41 percent s^d 38 percent, respectively). 
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Selected 
Health 
^ Topics 
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Tcenfl^nd Variations in 
Birth Weight 

by Joel C. Klcinman, Ph.D., National Centef for 
Health Statistics 



Introductioii 



* International. Compai^oiis 



Duration of pregnancy and intrautel^e growth are the 
major, determinants of infant mort^ty and morbidity. 
Both these factors are reflected in an infant's birth weight. 
Tte lower the birth weight, the greater are the chances of 
death, serious congenital anomalies, or other severe im- 
pairments (figure l),»Although infant mortality has been 
decreasing rapidly during the ca^5 years, there has been 
relatively little change in birth weight. The reduction in 
mortality has been attributed in large part to major ad- 
vances in neonltal intensive care that have resulted in 
much lower mortality among infants with low birth 
weights (National Center for Health Statistics, 1980b). 

Yet, further progress in reducing infatot mortality and 
morbidity wiD require a reduction in' the incidence of low- 
birth-we^ht infants (Shapiro, 1981). The Fedwal objectives 
for health promotion and disease prevention include reducing 
the overall incidenci#f low birth weight and narrowing the 
differences in low birth weight among population subgroups ^ 
(Public Heahh Service, )980). Many Intcrrtlatcd factors ih- 
fiuence birth w^ght including the following: maternal age, 
birth order, smoki^|^|rinking (alcohol, caffeine), educa- 
tioMl attainment, n|^on, weight gain during pr^ahcy, 
prenatal care, and occupational and environmental 
' characteristics (Reed and Stanley, 1977). Information on cer- 
tain of these variables is available from the birth certificate. 

Two measures of the birth weight distribution will be 
used in this article: the low-birth-weight'ratio (percent of 
live births weighing 2,500 grams or less), because this is the 
traditional indicator; and the very low-birth-weight ratio 
(percent of live births weighing 1,500 grams or less), 
because infants in this weight group are at much higher 
risk of death and serious morbidity. This article focuses on^ 
the relationships between these two birth-weight measures 
and maternal age, birth order', and educational attai{|pient, 
and whether these relationships have changed during the 5 
years from 1972 through 1977. Before turning to these 
detailed relationships, iBtimational comparisons and 
overall trends during 1970-78 will be presented. 



Table A shows very low-birth-weight fVLBW) and Jow- 
birth-weight (LBW) ratios and infant mortality ratfes for 
selected countries in 1973. International data must be iij- 
terpreted with caution, because practices differ, regarding 
definition of live birth ver|^ fetal death and under- 
registration of infants who oie soon after birth (most of 
whom are LBW). The countries listed in table A were 
- selected to minimize these differences. 
• The United States has the second ^highest (after 
Hungary) VLBW and LBW ratios among the TO countries 
shown. The United States^also'^ks fourth highest in in- 
fant mortality. When black infants only are considered, 
the VLBW and LBW ratios in the United States are about 
15 percent higher than in Hungary, which has the highest 



Tabto A. PmrcMt of llv« bklht with v«ry' low birth n^tlQht (1^ 
grams or Ittt) or low birth wolQht (2,500 gmn^ or Mm) and 
Infant mortality ratoa: Seloctod d ovlopod coMntrtt, 1173 

^ Very low Low birth Infant 
uountg^^ birth weight weight mortality 

Rkte per 

<^ Percent of live blrthflf^ 1,000 live 

births ^ 

Austrlau 0.89 5.37 " 23.8 

Canada 0.86 6.98 ^ 15.6 

Denmark 0.67 6.42 11.5 

German Federal Republic . . 0.90 6.67 22.9 / 

Hungary^ 1.98 11.69 34.3 I 

Japan^ 0.30 4.74 11.3 

New Zealand 0.50 4 69 16.2 - 

Norway^ 0.65 4.16 . 11.8 

Sweden 0.52 3.56 9.9 

• United States 1 16 7.55 17.7 

^ v'Whlte ^0.94 6.41 15.8 

Black • 2.28 13.25 28.1 

^Dttafor W4. 

^Excludes Infants wslghkig isss than 500 grams. ' 
^Data for 1972. 

SOURCES: (United Nations, 1976; World Haalth Organl2«lon, 1978.) 
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i^pverall ratios, but the infant mortality rate is about Ts per- 
cent Jlowcr. When white infants only arc considered, the 
United States ranks fifth in LBW but second in VLBW. 
(Some of the latter difference may be explained by more 

^onmkte birth registration of the very small infants in the 
JJnitcd States.) 

It has been suggested that the definition of LBW as 
2,500 grams or less for all countries is inappropriate 
(Rooth, 1980). Birth weight is influenced by factors that 
differ among countries and do not necessarily reflect poor 
health. For example,- ahitudc ^ibove sea level is directly 
related to birth weight. Colorado has a higher LBW ratio ' 
than most othef^ States because, its population lives at 
relatively high altitudes. Yet, the infant mortality rate for 
Colorado is not unusually high. Apparently, the ''norm ' 
for birth wcigl^in Colorado is lower than in most other 
States. 

Rooth (1980) used the data from a study by the World 
Health Organization (WHO) of seven countries' to develop 
cutoff points other than the usual 2,500 grams for defining 
LBW ratios in each country. This redefinition changes the * 
U.S. rank from'third highest to sixth highest among ^he 
seven countries in the WHO study. 

Despite the country's reVtively poor standing in terms 
of birth wcigfi|j,and infant mortality, the United States has 
very Jow^eight-spccific perinatal and neonatal mortality 
rates. In the previously mentioned WHO study (1978) that 
compared weight-specific perinatal mortality among seven 
countries, the United States' had the lowest rates at all 
birth w^igfits less than 3,500 grams. noted before, part 
of this difference may result from the fact that birth- 
weight norms differ between the United States and other 
countries, but it is likely that part results from the effec- 
tiveness of intensive neonatal care in the United States. 

•tKerall Trends 

0 

The data inYigure 2 show the trend'in LBW and VLBW 
ratios during the 1970's. Declines in the LBW ratios have 
been modesty alt^ugh the decline for white infants (L7 
percent per year) was greater than that for black infants 
(0.9 percent per year). The VLBW ratio showed a slight 
decline (0.6 percent per year) for white infants but a slight 
increase {OA percent per year) for black infants. By 1978, 
the black-to-white ratio was 2.2 for LBW and 2.7 -for 
VLBW. 

One possible explanation for the lack of decline in the 
VLBW jatio is the rapid .decline in fetal mortality at 
weights 1,500 grams or less, resulting in more very small 
fetuses ybeing born alive. This possibility was investigated 
by tabulating fetal deaths from 1973 through 1977. The 
ed*ne in fetal death rates at weights 1 ,500 pams or less 
nng this period has in fact had an effect on the trends. 
For example, the VLBW ratio among white live-bom infants 



'Dtta from six States were combined to represent the United States. 



declined by 1 2 fiercent per year while the corresponding rjatio 
declined L9 perceftt*per year for total births (i.e., live births 
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phis fetal deaths), black infants, th^ VLBW ratio in- 
creased by 1.4 percent per year for-lfve births ^d 0.2 perpent 
per year for total birtfe. THus,lhe'inclusion of fetal deaths 
shows-morc favorabte trends. than are evident for live births. 
However, the Wad^-white. differential in the trends remains 
% when total birtftt fre considered. 

Sociodemographic Differences 

Sociodemographic ^differences in pregnancy outcome 
have been observed for several decades and in several dif- 
ferent countries (Shapiro, Schlesingej, and Nesbitt, 1968; 
World Health Organiiafion, 1978; Reed and, Stanley, 
1977; National Ceqter for Health Statistics, 1980a). The 
birth certificates vOf*-many'State^ record information on 
some relevaoMociodemographic factors. This section will 
focus on thWc of tliese factors— materoal age, total birth 
" der (numWr of children^ ever born to the mother, in-" 
jling stillbMis), and educational attainment— for 1972 
^ 1977. M Jtiple births are excluded because they are at 
much greaterrisk of LBW and VLBW. 

Age and Birth Qr^er ' ^ 

The relationship between birth weight and maternal age 
and birth order is complex and is influenced by other 
Sociodemographic factors. In general, women younget or 
older than 20-34 jcears of age have a V^ater incidence of 
LEW and VLBW Infants. The factbrS responsible for the 
higher risk Jn yoynger versus older mothers are probably 
different. Older ihothers With low birth order are more 
likely to have a history of problems with {)rior pregnancies. 
Mothers of all agfe^ with high birth order are more likely to 
have loWcr socioeconomiq status. Yet, merely being older 
or of high birth ofBer does not lead to poor pregnancy out- 
come. For example^ mothers 40 years of age and over with 
birth order three oc more wjio are college graduates have a 
Wery low incidence of L^BW and VLBW infants. 

The high incidence*6f^J^BW infants among tAnage 
mothers niay be^ explained by both biological/ and 
socioeconomc* factors. In genial, very young teenage 
mothers have the double diss^dvantage of being 
physiologically immature for. pregnancy and having low 
socioeconomic Matus. Futthermore, in 1978, 59 percent of 
white infants and 9^percent of black infants born to 
moti^ers under 18 years of age were out-of-wedlock. In- 
fants born to unmarried women have £r4iigher incidence of 
LBW than those bom to married wom'^n (National Center 
(or Health Statistics/ 1980a). 

From W2 through 1977, there was a 9-pcrcent reduc- 
tion in LBW^atio for white iivfants and a 6-percent reduc- 
tion for Wack iiffants. The declines in the VLBW ratios 
were smaller— a 6*percent reduction among white infants 
and no reduction among %lack infants. Some of these 
reductions can be attribi^ted to a more ifavorable age-birth - 
order distribution of hve bihhs. For example, assuming no 



change for 1972-77 in the incidence of LBW or VLBW in- 
fants within each age-bjrth-order combination, the change 
in age-birth-order dislwbution itself would have resulted in 
a decrease of 2 percent in the LBW and 1 percent in the 
VLBW ratios for both white and black infanu. 

The expected decrease in VLBW ratios, compared with 
no change in the ratio for black infants, indicates that cer- 
tain age-birth-order groups experienced an increase in 
VLBW ratios. In fact, the changes in VLBW andJ^BW 
ratios for both white and black infants have not been 
uniform across all age-birth-order groups. _ 

White infants born to mothers 30-39 years of age with 
one previous birth experienced the largest declines*in LBW 
ratios. The smallest decreases were observed for infants 
born to mothers 18-24 years of age and 40 years of age and 
over and to. those with no previous fcffrths. In particular, 
first births to mothers 20-2.4 years of age, which account 
for the largest number of all births, showed no decline in 
LBW ratio. With respect to VLBW, infants born to 
mothers under 1^ years of age and 30-34 years of age and 
to those with one or more previous births s^iowed the 
greatest declines. The VLBW ratio among first births to 
women 20-24 years of age increased by about 2 percent. 
^ Black infants born to mothers 30-34 years of age and to 
mothers with two previous births had the greatest declines 
in LBW ratios. However, the smallest declines were 
observed for infants born to mothers 20-24 ye^s of age 
and to mothers with three or more previous births. There 
was only a 1 -percent decline in LBW among first births to 
women 20-24 years of age. With respect to VLBW, 
changes w<re different for infants born tc) mothers with no 
previous births, compared with those born to mothers with 
one or more, but there were no significant differences by 
.maternal age. Infants born to women with no previous 
births showed an increase of about 5 percent, compared 
with essentially no change for those born to woTficiTwith 
one or more previous births. 

EdacatlonaJ Attainment 

Socioeconomic factors affect infant mortality as well as 
birth weight (Shapiro, 'Schlesii^er, and Nesbitt{ 1968; 
Reed and Stanley, 1977). The most useful measure of 
socioeconomic status available from the birth certificate is 
the mother's educational attainment. Comparative data 
will be presented for the 39 States that reported this item in 
both 1972 and 1977. 

Although the magnitude of the relationship between 
education and birth weight varies with age and birth order, 
the general trends are similar. Thus, LBW and VL'BW 
ratios will be examined according to education of mother 
after adjusting for age and birth order .f Since ahnost no 
teenage mothers have more than high school education, 
differentials by education will be presented only for 
mothers 20 years of age and over. 



^The adjustment was made using direct standardizauon with the age- 
birth-order distribution of all 1972 hve births as the standard. 



Tabic B shows vtBW rarios for 1972 and 1977 accord- 
iDf to Wcc and years of education completed by mother. 
Birth weights of both black and white infants followed a 
'similar patter-n in each year, witH ave^rage^ differerices of 14 
and 24> percent, respecdvei y, in^ VLB W ratios between 



infants and white infants j^as soniewhat smaller'than that 
for VLBW. Black infanp were almost twice as likely as 
white infants to be of L^. 

As noted earlier in thfe section on international com- 
pariso ns. it has been suggested that the cutoff used to 



those born to mothers' with less than 12 years of education 
and those to mcAhers with 12 yearL NeithCT black nor 
white infants show an appreciable difference in VLBW 
— ratios' b e twe e n htgh^se^mot md college graduates. There 
was n9 significai^^change in VLBW ratios between the 2 
- year^ F^r each educational level, black infants were about 
two and one^half tjnfcs more likely to be of VLBW than 
white infants. ^ 



Tabl« B. PMMmt^ of tingle livt births with very low birth weight 
(1,500 grams or t«S8) or lowkbirth weight (2,500 grams or less), 
according'to educational attalnnMnt of mother and race: United 
States,^ 1972 and 1977 ^ 



define LBW should be different for different populations. 
If the method presented by Rooth (1980) is applied to U.S. 
live births, the LBW cutoff remains 2,500 grams for white 
iirfants and becomes 2,250 grams for black infants. Table 
C shows the proportion of black infants 2,250 grams or 
less according to mother's educatiojial attainment for 1972 
and 1977. If this proportion for black infants is compared 
with tiie proportion 2,500 grams orless for white infants, 
the black-white differential is reifuced, especially for ihi 
lowest educational group. In 1977, the black-to-white 
LBW ratio was 1.02 for births to women who did. not 
graduate from high school and 1.28 for births to women 
who graduated from college. 



''Birth weight, race, 
gnd year 



— ^ 

>Less than 
1 2 years 



Education of mother 



12 
years 



13-15 
years 



16 yearsj 
or more 



VERY LOW BIRTH 
WEIGHT 



1972 
1977 



White 



Black 



Percent of live births 



1972 
1977 



LOW BIRTH 
WEIGHT 

• White 



1972 
^977 



0 85 
088 



1 97 
212 



729 
6.99 



0 65 
0.66 



1 70 
181 



5.16 
A 74 



066 
064 



1 73 
1 83 



4 43 



0 65 
0 63 



1 61 
1 79 



3 97 

3.63 



Tabte C. Percent^ of single live-bom black Infants weighing 2»250 
grams or less at birth, according to educational attainment of 
mother United States,^ 1972 and 1917 


r 

Education of mother 




Less than 12 
jgl2 years years 


13-15 
years 


1 6 years 
or more 


1972 7.52 5 90 
1977 7 12 5 71 


5 15 
531 


5.05 
4.66 



Adjusted by the direct method for maternal age and total birth order Births 
to women under 20 years of age Excluded 

^Refers onty to births to residentsx)f areas reporting educational attainment 
of mother m 1972 

SOURCE National Center for Health Statistics Computed by Division of 
Analysis trom data compiled by Division of Vital Statistics * 



Black 



1972 
1977 



13 59 
1304 



10 85 
1031 



9 76 
941 



8.92 

8,15 



^ Adjusted by the direct method for maternal age and total birth ord«f Births 
to women under 20 years of age excluded 

^Refers only to births to residems of areas reporting educational attainment 
of mother m 1972 

SOURCE National Center for Health Statistics Computed by Division of 
* Analysis from data compiled by Division of Vital Statistics 

When examining LBW Fatios, a somewhat different pic- 
' lure emerges . Both black ijiiants and white infants at each 
educational level experienced about the a^me decrease (an 
^ average of 6 percent) in LBW ratios between 1972 ^d 
1977. In both years, white infants exhibited a slightly 
larger^ differential between' those born to high school 
graduates and those ta ^nongraduates than black infants 
did (averages of 31 percent versus 21 percent). The remain- 
ing educational differentials were*"^ilar for black infants 
and white infants. The difference in LBW between black 



In the previous section, it was no(?d that some of me 
smallest declines in the VLBW and LBW ratios were ex- 
perienced by the largest group of births, namely, those to 
mothers 20»24 years of age with n(^ previous births. Educa- 
tional differentials for this group were examined in more 
detail to determine whether the small ch^^nge was concen- 
trated in a particular educational level. However, this was 
not the case. Both white infants and black infants at all 
educational levels showed an average increase pf 9 percent 
in VLBW and no change in LBW ratfos. 



Conclusion 



\ 
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^he term ^'average" in this article refers to a waghtcd average that can- 
not be directly computed from the tables. The weighted averages are 
baled on a statistical techmque that takes into account the variances of 
the VLBW and LBW ratios 



The proportion of live births weighing ^,500 grams or 
less has declined very slowly during the 1970's and at a 
slightly greater rate among white infants than among black 
infants. The proportion of births at greatest risk (i.e., 
1,500 grams or less) declined ev«n more slowly for white 
infants and increased slightly for black infants. Further- 
more, the differences in birth weight by mother's educa- 
tional attainment did not diminish between 1972 and 1977. 
The proportion of high-risk birtrts (i.e., birth weight less" 
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than cither 1,501 grams^r 2,501 grams) decreased steadily 
with increasing educational level of mother. 

The most striking difference in birth weight is that be- 
tween black and white inlfanu. Black infanu are about two 
a n d. one-half tim e s as - lik e ly a»-whtte- infan t s t o -b e of 
VLBW and two times as likely to be of LEW. Even births 
to black mothers with college education had a higher LBW 
ratio than births to white mothers with less thafc» high 
school education (8.1 percent versys 7.0 percent in 1977). 
When the data are adjusted for different norms (i.e., LBW 
for Wack infants redefined as 2,250 grams or less), the 
black-white r^tio ranges from about 1.0 to 1.3. 

Undoubtedly, many factors contribute to the racial and 
educational differences birth weight. One set of factors 
involves personal health habits that influence pregnancy 
outcome including LBW. Maternal smoking and alcohol 
consumption have been associated with reduced birth 
weight (Reed and Stanley, 1977; Little. 1977). These prac- 
tices are more conynon among women with less than 12 
years eduq^tion. For example, data from a 1979 survey in- 
dicate that among women 20-34 years of age 64 percent of 
those with less than 12 years education had been smokers, 
compared >ith 42 percent 6f those with some college 
education (Wilson an'd EliWon, 1981). Similarly. 14 per- 
cent of those with jess than 12 years education had five or 
more alcoholic drinks per day, compared with only 3 per- 
cent of those with some college (Wilson and Elinso^^. 
1981). Although these pfactices could change during 
pregnancy, it is likely that more favorable x;hanges would 
occur among the more educated. 

More definitive analysis of the facK>rs involved in LBW 
will become possible when the National Natality and Fetal 
Mortality Survey of 1981 is completed. Through' this 
survey, detailed data for a sample of live births and fetal 
deaths. a re c o llected by means of qu e stionnaires mail e d to 



mothers, physicians, and hospitals. 

"unfortunately, current knowledge of the risk factor? af- 
fecting birth weight has not been translated easily into 
strategies for prevention of low birth weight. For example, 
Hcmminki and Starfield (1978) reviewed 37 controlled 
studies that attempted to evaluate the effectiveness of cer- 
tain specific interventions to prevent low birth weight. 
Only three of these showed that intervention was 
beneficial. They indicated, however, the paucity of 
research on the effect of interventions to modify behavior. 
For example, there are few studies reported in the 
literature that evaluate the benefits of interventions design- 
ed to motivate pregjiant women to stop smoking, avoid or 
minimize the vse of alcohol, and maintain an adequate 
diet. I 

The major Jnodality for intervention is prenatal care. 
Rather than one a>^cific intervention, prenatal care coa- 
sists of a myriad of intetventions that are (or should be) 
tailored to the individual woman and her pregnancy. 
r Counseling about the effects on the fetus of diet, smoking, 
and alcohol consumption is a crucial component of 
* < prenatal care. Thus, the content and quality of prenatal 
care can vary depcitding upon the provider, as well as the 
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patient. Because of ^these and other technical difficulties, 
• the evidence on tl^e effectiveness of prenatal care in jreduc- 
ing the incidence oMow birth weight is not conclusive. 
However, several studies have suggested such aii^fect 
(Gortmaker,'^r979r QiJickT "Grccnnck'^ " andT Roghmann , 
1981). . , ^ 
Qiven current medical knowledge, high quality prenatal 

* ,care beginning early in pregnancy holds the greatest 
promise for reducing the racial and socioeconomic 

' disparities in birth'weight. Yet, in 1978, nearly 80 percent 
of white mothers began prenatal care in the fifst trimester 
of pregnancy, compared with 60 percent of black mothers 
(detailed table 24). Within both race groups, teenage 
mothers an4 mothers with low educational attainment 
were much less likely to receive early prenatal care. Thus, 
mothers at highest risk of having a LBW infant^are least 
likely to begin prenatal care early. The reasons for these 
differences in u$e of prenatal care are many. Availability 
or convenience of prenatal care services may need im- 
provement. Adequate health education to promote 
awareness of and motivation for the need to seek early care 
IS another area that* may improve the level pf^care. 
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Mortality Among the Elderiy ' 1/ 
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Introduction^ 

Mortality among the elderly has become an _area of 
growing interest and public health concern. Increasing 
longevity of *the population ^ a res\ilt of declining death 
rates has made the population 65 years of 4ge and over 
more numerous in both absolute and relative terms and has 
altered the natbr^ and demand for a variety of social ^d 
heahh services. ^ 

Growth in the size, of the elderly population in the 
United St^HMlrspecially during recent yean, has resulted 
m*ainly fron^ decreases in mortality among the elderV- 
These reductions are virtually without precedent. .Con- 
tinued reductions in death rates among the oldCT popula- 
tion would contribute to higher life expectancy as well as to 
more elderly in the population. 

This article examines mortality trends among the older 
popu&tion, the principal causes t>f death contributing to 
the mortality changes, and the changing patterns of mor- 
tality in the United States compared with (hose- in other 
countries. 



Demographic Backgroond 



Men and women in the United States are reaching 6^ 
years of age in greater numbers and proportions than ever 
before. In 1940, the elderly in the United States numbered 
9 million. By 1979, their numbcf bad increased to 24.7 
million. The proportion of elder ly^hM||yptal population 
has increased from 7 percent in 1940 to i^^timated 11 
percent in 1979. Further, the ratio of persons 65 yean of 
age and over to those 20-64 years of age, often cited as a 
measure of dependency of the elderly population to 4he 
work force, has grown from 12 per 100 in 1940 to 20 per 
100 in 1979 (U.S. Bureau of the Census, 1965 and 1980). 

Within the elderly population, a growing proportion has 
been at the higher ages. In 1940, 42 percent of the elderly 
were 65-69 yeafs of age and 13 percent were 80 years of age 
and over; by 1979, 35 percent were 65-69 years of age and 
21 percent were 80 years of age and over (U.S. Bureau of 
the Census, 1965 and 1980). y 

In a(klition to changes in the age distribution, an in- 
creasing proportion of the elderly are female. In 1940, 



there were 95 males for every 100 females; by 1979, there 
were only 70 males for every 100 females (U.S. Bureau of 
the Census, 1965 and 1980). % 
^The aging o/the U.S. population in the 20th century has 
been af consequence of two faaors — declining fertility and 
declining mortality. Declining fertility reduces the propor- 
tion of young persons r^elative to the older population, 
while declining mortality results in more persons surviving. 
During the first half of this century, the major factor was 
declining fertility (Hermalin, 1966). The cohort of women 
bom during 1865-75 completed their childbearing years 
with an average of about four children each, whereas 
women bom at t^he tum of the ccnttu-y had an average of 
two to three children each (National Center for Health 
Statistics, 1976). l 

During the same pffnod, however, declining mortality 
operated in an opposing fashion. Mortality decline was 
concentrated lit the younger ages, resulting in a relative in- 
crease in the number of younger people in the population. 
On the other han^. decreases in mortality occurred across 
the age spectrum during the second half of this century. 
This has resulted in a larger elderly population than would 
have occurred had declines in mortality remained solely at 
the younger ages. 

In teral of the future, the size of the elderly population 
from now until about 2040 already has been determined 
largely by past trends in fertility. The "baby boom" in- 
fanu of the mid-1940's through the late 1950'$ will /each 
65 year3 of age during 2010-2025. The decrease in the 
number of births after the early 1960'$ will affect the 
number of elderly individuals in the population after 2025. 
Further changes in the size of the elderly population during 
the next half century will result mainly from changes in 
mortality patterns for this population. Immigration, 
historically a significant component of population change 
in this age g^oup, is not expected to play a major role in the 
future. ' 



Mortality Trends 

From 1940 to 1978, the death rate for the elderly 
decreased by 26^7 percent to 52.9 deaths per 1,000 popula- 
tion '65 years of age and over. Tlie decline was twice as 
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great for females as^ for males. 33.0 percent versus 16.7 
percent. 

Some of the change in mortality for the elderly is 
obscured by the aging of the elderly population. An 
analysis of time trends in mortality is enhanced'by examin- 
mg age-specific death r^ite^ and age-adjusted death rates,^ 
which are relatively free from the distortions>associated 
(with a changiiig age composition. The age-adjusted raic 
^ows what thd level of mortality would be if no changes 
occurred in the age composition of the population— in this 



^1 
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'Age adjusted Ijy the direct method rauhe population 65 year» of age and 
over m 1940, using ftie 5 age groups 6flS9 years, 70.74 years, 75-79 years, 
80-84 years, and 85 years of age and over. 



case the population 65 years of age and over — from year to 
yeer. i 
^ from 1940 to 1978; the age-adjusted death rate for the 
elderly decreased by 37.7 percent, 1 1 percerftage points more 
than the decline in the unadjusted death rate during this 
period. Similarly, the age-adjusted rate decreased by 2^.5 per-' 
cent for males and 46.7 percent for females, far more than 
indicated by th?change in the unadjusted death rate. Because - 
gt^he very large differences in levels and trends in mortality 
between males and females, the discussion below is largely in 
terms of males and females discussed separately. 

Mortality trends are fairly well delineated into three tifne 
periods characterized by their varying pace of mprtality 
change— 1940-54, 1955-67, and 1968-78 (figure 1). The 
f 

r ^ 
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NOTES Age adjuited byrthe direct mettTod to the populetlpn "65 years of ege^nd over In the United Stetes es enumerated Ipi, 1940. 
uting 5 ega groupt. Deat*/ ratei for the group 85 yeart of ige end over In 1970 need In computetlon of retei ere beeed on population 
ettlmat»i ravieed by the W<S Bureeu of thejCentut to correct for overvttimatei of the group 100 yefr| of ege end over See footnote 
3 fn»*axt for more complete dltcuttlon ^ • ^ 

SOURCE Netiyrri) Center for Heetth^Stetittici Computed by the O^vlilon of Anelytit from dete ^omplled by the DIvlilon of Vital 
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FlQurt 1. Ao«-td|utl*d dMth ratot for pmons 65 yMrs of aoo and ovar, according to aax: Unftad Stata% 1940-78 
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•earliest period, 1940-54, was i tii^ oV moderately rapid 
decline, when age-adjusted death rates among those 65 
years of age a^d over decreased by an average anjhual rate^ 
of 1 .1 percent f9r males and 2.0 percent for femides (table 
A). The 1955-67 period was a time of leveling off with 
relatively little change in mortality among the.clderly. The 

*age*adjusted death rate increased 0.2 percent annually for 
males but decreased by 1 .0 percent annually fo^ females. 
Tlte most recent years, l%8-78, have once again been a 
time of relatively sharp reductions in mortality, with age- 
adjusted rates sliowing average annual reductions of 1.5 
percent for males and 2.3 percent for females. These 

•rcductjon%are even greater than those of the first period. 

Trends in Death Rates by Age 

In each of the five age groups 65-69 years, 70-74 years, 
75-79 years, 80-84 vears, and 85 years pf;age and over, 
death rates decreasKflfor both males and females during 
1940-78. Age-spedfic death rates for males 65 years of age 
and over showe^ decreases ranging from 22 percent to 30 
percent, while the rates for females decreased even more, 
from 40 percent to 50 percent. 

Dunng 1940-54, death rates for these age groups de- 
clined annually by about 1 percent for males and 2 percent 
for females (table A). For males, the annual decre^es were 
slightly greater at older ages, while th^e reverse was true for 
females. Mortality rates during 1955-67 were characterized 
by little change for males but by 1 -percent average annual 
dechnes for females in each age group under 85 years of 
age. Declines ii^ortality rates for the most recenY period, 
1968-78, were^TOter than those for 1940-54 among most 
age giyups, with the most improvement occurring among 
males 65-69 years of age and among those 85 years of age 
and over regardless of sex.^ ^ 

Sex Differences in Mortality 

Mortality differences between males and females 65 
years of age and over have been increasing steadily over 
time.^n 1940, the age-adjusted death rate for m^s was 22 
percent higher than that for females; "but by 1978, the 
relative difference had increased to 73 percent. One way of^ 
'readily summarizing the sex differences in mortality is by 
the mortality sex ratio (hereinafter referred to as the sex 
ratio), which is the ratio of the male death rate to female 
death rate (table B). 

The sex ratio increased annually from 1940 through 1978 
by about 2 percent for those 65-69 and 70-74 years of age. 



^Throufhout this article, annual rates of change are calculatnl by fitong a 
regression line to the logarithm of the death rates for ev^ year. The 
slope of the bne is t||ie estimate of the annual rate of change of the death 
rates. 

. ^Throughout this article, death rates for the population 85 years of agtf 
and over in 1970 are based on population revised by the U.S bureau of 
the Census to correct for overestimates of the p>opulation 85 yean of age 
and over, speaftcally, the population 100 years of age and over. The 
enumerated count of the group 85 years of age and over was' $42 ,379 for 
inales and 968,522 for females; the revised figures were ^,000 and 
919,000, rtspectively (U.S. Bureau of the Census. 1972, 1973, and 1974). 



Table A. Average annual percent change In death rates (or 
persona 65 years of age and over, according to sex and age: - 
United States, 1940-54, 1955-67, 1966-78 



Sex and age 




Years 




1940-54 


1955-67 


' 1966-78 


Maie« 


Average annual percent change 


65 years of age and over^ 


-1 1 


0.2 


-1.5 


65-69 years of age 


-07 


0.1 


-2.2 


yvofo ui ayt? 


-1.0 


0.2 


-1.5 


iD^isj yvois ui ay<7 


-1.1 


0.2 


-0.9 




-1.3 


-04 


-1.2 


tlt\ uA^rQ AnH nuAr 
OO yOOiS 0( ayt? aliu UVt7f . 


-1.5 


09 


-2.2 


Female 








65 years of age and over^ 


-2.0 


-1.0 


^2.3 


65-69 years of age . 


-23 


-1 1 


-2.6 


70-74 years of age. 


-2.2 


-13 


-2.0 


75-79 years of age. . 


-19 


-1 2 


-1 7 


80-84 years of age 


-19 ^ 


-1.1 


-23 


85 years of age and over . 


-1 3 


0.0 


^ -3.0 



\ 



^Aqb adjusted by the direct method to the popuratlon 65 years of age and 
over m the United States as enumerate in 1940. using 5 age groups ' ' 



NOTES The average annual percent change was calculated by fitting a 
regression line to the logarithm of the death rates for every year The slope 
of the lir>e is the estimate of the annual rate of change Death rates for the 
population 85 years of age and over (used in the calculation of the age- 
adjusted rates) in 1970 are based on populations revised by the U S Bureau 
of the Census to correct for overestimates of the population 100 years of 
age and over See footnote 3 m text for more complete discussion 

SOURCE National Center for Health Statistics Computed by the Division 
of Analysis from data compiled by the Division of Vital Statistics 

while increasing more slowly at older ages. During ^e 
earliest of the th^ee periods, 1940-54, the sex ratio in- 
creased rapidly at 65-69 years of age, 2.5 percent annually 
(table B), but tapered off gradually with advancing age to 
almost no change at the oldest ages. 

Mortality change was relatively slow for 1955-67, but 
annual increases in the sex ratio were greater than those for 
the earlier period and generally greater than those for the 
later period, 1968-78. For the age groups 65-69 years, 
70-74 years, and 75-79 years, the sex ratio increased an- 
nually by an average of 2 percent, while at 80-84 and 85 
years of age and over the annual'increase 1 p^cent. 

The annual increase in [the sex ral^slowcd during 
,-1968-78 for those 65-69 years, 70-74 years, and 75-79 years 
of age as a result of the accelerating decline of male mor- 
tality. For those 80-84 years of age, the ratio continued to 
increase; and for the oldest group, the annual increase re- 
mained at 1 percent. 

^ Cause of Death 

Heart disease, canc^er, and stroke accounted for 3 out of 
every 4 deaths among the population 65 years of age and 
over in 1978 as well as in 1950.-* TiVnds irt mortality among 



^BedPtise of problems of comparabihty anic4|pitpcciric causes of 4eath 
between the Fifth and Sixth Revisions of thiTnternational Classification 
of Diseases. 1950 was chosen as the starting point of this anlalysis (Ni|r 
tionaJ Center for Htaith Statistics, 1963). 
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TabtoB. Mortality MX ratio and •nnual p#fC#^Kch#no0, sccofdlfiQ to sqoi Unlt#d SUrt#St 99loct#d yMrs 1940*78 

Age 



Year 



Age 
adjusted^ 



65-69 
years 



70-74 
years 



75-79 
years 



80-B4 
years 



85 years 
and over 



Male death rate/f emaie death rate 



1940. 
1945. 
1950. 
1956. 
1960. 
1965. 
1970. 

1975. 
1976. 
1977 . 
1978. 



1940-54 
1955-67 
1968-78'. 



1.22 


1.34 


1.25 


• 1.20 


1.15 . 


1.08 


1^ 


1.42 


1.30 


1.23 


1.17 


1.10 


1.34 


138 


1.40 . 


1.29 


1.21 ' 




1.39 


1 Aft 


133 


V34 


1 77 


>4nfl 


1.47 


1.83 


1.62 


1.42 


1.27 ^ 


1.11 


137 


1.93 


1.76 


1.53 


1.35 


1.17 


1.64 


2.02 


1.82 


131 


1.41 


1.21 


1.72 


2.10 


138 


1.69 


1.51 


1.25 


1.72 


2.10 


1.90 


1.70 


1.61 


1^ 


1.73 


2.05 


1.92 


1.72 


1.54 » 


1.28* 


1.73 


2.04 


' 1.93 


f.7r 


1.54 


1.27 






Average annual percent change 






^2 


2:5 


13 ' 


1.0 ^ 


07 


-0.2 


17 


" 1 2.3 


2.4 


1.9 


1.0 . 


1.0 


1.3 


0.9 


1.1 


1.4 • 


1,7 


1.0 


) years of age and over In the United States t« enumeratsd in 1940. using 5 age groups. 



SOURCE: National Center for Health Statlttlcr Computed by the DMsiqfi of Analysis from data compiled by the Division of Vital Statistics. 



the ^dcrly since 1950 arc examined for' "each of these 
leading causes of death. 

Diseases of tke Heart 

Trends anM patterns in heart disease mortality largely 
determine the salienV features of general mortality in the 
United Sutes. Heart disease was the leading caus^f death 
among the total population and among the elderly in 1978 
as well as in 19S0. Among those 65 year^ of age and over, 
44 out of every 100 deaths in 1978 rcsultwl .from heart 
disease. 

From 1950 through 1954, heart disease mohality 
decreased for males and females 65-74 years of age, 75^ 
years of age, and 85 years of age and over (figure 2). The 
decrease was greatest for males 85 yean of age and over 
and for females 65-74 years of age. Heart disease mortality 
repained unchanged during the next 12 years for males 
65-84 years of «ge and for females 85 years of age and 
over. Characteristic of female mortality trends for this 
period, average annual declines of about 1 percent were 
observed for females 65-84 years of age. The period 
1968-78 has been one of relatively rapid deciiife, with an- 
nual decreases averaging more than 2 percent and parallel- 
ing those reported for all causes of death combined. 
Among females 65-74 years of a|l, heart ^iga^^ortality 
was reduced an average of 3.5 percent MhmHly. 

The sex ratio increased from 1950 throiIlnl978 for these 
10-year age groups. By 1978, the ratio was 2.14 at 65-74 
years of age, a 33-percent increase since 1950. From 1950 
through 1978, the sex ratios for those over 75 years of age 
also increased but not as mucbw 



Cancer 

Malignant neoplasms is the only major cause of deatK 
for which the death rates among the elderly have contbued 
to rise since 1900. In 1978, <^ancer was the second Hiding 
came of death among the elderly under 85 years of age and 
the third leading cause of death among those 85 years of 
age an<^ over. Cancer accounted for 26 percent of all 
deaths among those 65-74 years of age, 18 percent among 
those 75-84 years of age, and 10 percent among those 85 
years 6f age and over. 

,The term cancer collectively describes many types of 
malignant neoplasms. Lung cancer (trachea, bronchus, 
and lung), colon cancer (large 'intestine except rectum), 
genital organ cancer, and breast cancer (among females)^ 
combined accounted for more than half of all cancer 
deaths among the elderly in 1978. 

Lung cancer is the leading cause of cancer deaths among 
males 65-84 years of age, while caHcer of the genital 9rgans 
(predominantly prostate) is the leading cause of cancer 
deaths among males 85 years of age and over. Among 
females 65-74 years of age, brelut cancer accounts for the 
most cancer deaths. *Among those 75 years of age and over, 
colon cancer has the highest cancer death rate. 

The total cancer death rate has risen almost uninter- 
ruptedly among elderly males since 1950, while annual 



'Codes for these cancer titei from the International Chs^ificatioh of 
Diseases, Adapted for Use in the United States are u follows: trachea, 
bronchtu, and lunf— for 1950 through 1967, codes 162, 163; for 1968-78, 
162; colon— for 1950-67, codes ^52, 153; for 1968-78, 153; senital 
organs— for 19510^7, codes 171-179; for 1968-78. 180-187; and 
breast— for 1950^7, 170; for 1968-78, 174. \ 
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NOTES: Deeih retM for the group 85 years of egt and ove| In 1970 ere bated on population ettimetet reviled by tha IAS. Bureau of the 
Certflue to corract for overeftlmetes of the froup 100 year* of aga and over. Sea footnote 3 In taxt for mora complete dltcutsion. ICOA 
codes af^ aa follows for 1950-61 ^qa 402 and 41CM13ana for 1968-78. 390-398 and 402. 404. end 410-429. 

SOURCES: Netlonal Canter for Heefth Sutlstlcs: Vltel Statistics of the United Statea . \Aol. II. 1950-76. Public Health Servlca. WashlnQ- 
ton. U.S. Qove'mnfYent Printfna Office, and 1977-78 to be published, end unpublished deu. ' 



FIgura 2. DMtti ratM for dtoMm of htart among |>trtons 66 yom^ ago and ovar, according to aax and agr UnHad Stataa, 1960-71 
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decreases were o^^rved ^ong elderly females before the 
mid-1960's. Since then,- the cancer death rate for females 
has been increasing. 

From 1930 through 1967, cancer mortality among all 
elderly males increased .an average of about 1 percent per 
^ear (fipue 3), with increases generally slower from 1955 
on. Most of the increase is attributable to the rapid rise in 
^ lung cancer mortality . 

During 1968-78, cancer mortality increased rapidly for 
males 75-84 years of age. The average annual increase of 2 
percent per year was largely the result of rapid annuliPin- 
creases in lung cancer mortality. On the other hand*, 
increases ifa hing cancer mortality decelerated among males 



65-74 years of age. As a result, the total cancer rate for 
them sldived to less than 1 percent j)er year. 
^ Among elderly females, decreases of less than 1 percent 
per year were observed during 1950-67. Annual reductions 
were observed for^eaph leading site except the limg. After 
1967, thp slow decline reversed among wome^i^-74 and 
75-84 years of age, and mortality rates increased annually 
about 1. percent. At 85 years of age and over, the slow rate 
of decline continued. ^ . * ^ 

Fr6m 1950-54 to 4968-78, the average annual increases 
in lung cancer death rates among females 65-74 years of 
age rose from 0.2 percent to 8.0 percent. For males of the 
same age group, lung cancer mortality increases 
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NOTES D«ath r8t*s for th« group 85 years of age and over in 1970 are based on population estimates revised by the U.S. Bureau of the 
Census to correct for overestimates of the group 100 yeers of age and over. See footnote 3 in text f^more complete discussion. ICDA 
codes ere es follows for 1950-67, 140-205 and for 1968-78, 140-209. 

SOURCES' National Center for Health Statistics* Vital Statistics of the United States , Vol. II, 1950-76. Public Health Service. Washing- 
ton U.S Government Printing Office, and 1977-78 to be published, and unpublished data 
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Flgurt 3. DMth rates for malignant naoplaaina among persons 65 ytalra of age and over, according to sax and aga: Unlttd States, 1950-78« 



decelerated from 8.9 percfl(t per year to 2.4 percent per 
year. The extremely rapid mortality increases noted* for 
females are associated with their increasing pfevalence of 
cigarette smoking, which peaked during the 1950's for the 
1901-1910 birth cohort. Smoking prevalence peaked for 
the 19#l-1910 cohort of males some 20-25 years earlier and 
has been dropping more rapidly than for females^Office 
of Smoking and HeaUh, 198Q). 

The mortality sex ratio for all cancers increased greatly 
from 1950 through 1967 among the elderly, because cancer 
mprtality increased among males and decreailed among 
fem4tes. Since 1968, increases in the ratio have slowed 
because of the upturn in lung cancer death rates for 
females. 

Cerebrovascnkr Diseases ^ 

Stroke is the third leading cause of death among those 
65-74 years of age and 75-84 years of age and the second 
leading cause among those 85 years of ag^ and over. In 
1978, stroke was responsible for 8 percent df all deaths of 
those 65-74 years of age. The risk of death from stroke in- 
creases markedly at older ages, claiming 13|j>ercent of all 
deaths at 75-84 y^ars of age and 16 percent at 85 years of 
age and over. 

Death rates for stroke have been decreasing even more 
rapidly than rates for heart disease. The most striking 
trends in stroke mortality have been the most recent, those 
since 1968. For bothjpales and females in the three 10-ye'ar 
age groups, death rates for this cause have decreased by 3-5 



percent annually, compared with earlier (1950-54 and 
1955-67) annual declines of 1-2 percent among males and 
1-3 percent among females (figure 4). 

From 1950 through 1967, annual mortality decreases 
among the elderly under ^ years of age were greater for 
females than for males. Since 1968, mortality reductions 
have become similar for males and females because of the 
accelerated reduction in mortafity among males. While 
decreases in mortality from heart disease have slowed since^ 
1975, stroke mortality decreases among thejelderly have 
accelerated to 5-7 percent annually. 

The sex ratio in stroke mortality has been increasing 
slowly among the elderly under 85 years of age. Most of 
the increase occurred during 1950-67. At the oldest ages, 
female stroke mortality rates have been similar to the male 
rates. Since the 1960's, the sex ratio at 85 years of age and 
over has been very near J .00. 



Cross-National Comparisons 

Current Siluation— 1977 

Comparison of age-adjusted death rates for males and 
females 65 years of age and over places the United States ih 
a favorable position relati% to other selected indus- 
trialized countries. Eight countries were sejected for com- 
parison with the United States as illustrative of 
economically advanced, industrialized countries with 
reasonabjy complete vital statistics. 
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NOTES: Daath rat»t for tha group 85 yaart of aga and ovar in 1970 ara baiad on population attimatat ravitad by tha U.S. ^raau of tha ^ 
CanMt to corract for ovarattJmatat of tha group 100 y«art of aga and ovar. Saa footnota 3 in tax t for mora complata dltcuttion. ICDA 
codat ara at fQllowt: for 1990-67,330-334 and for 1968-78, #30-438. ^ ^ ' 

SOUf^CeS: National Cantar for Haalth Statlttica: Vital Statitttct of tha Unitad Stata«* Vol. M, 1950-76. Public Haalth Sirvica, Washing- 
ton. U .S. Qovarnmant Printing Qfflca, and 1977-78 to ba pubMihad, and unpubHthad dita. ^ 
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Ik In 1977, the most recent year of comparable ddta, the 
age-adjusted death rate for elderly males was 60.3 deaths 
per IsOOO persons in the United States (table C). Higher 
age-adjusted death rates are noted in England and Wales, 
the German Federal .Republic, Australia, and France. 
Rates in the remaining cduntries, Netherlands, Sweden, 
Japan, and Canada, were only slightly lower than in the 
United States. 

For females, only Canada's age-adjusted rate was lower 
than the U.S. rate, and the rate in the Netherlands was 
practically the same as that in the United States (table C). 
The age-adjusted deatft rate for females in England and 
Wales was 22 percent higher than in the United States; in 
the German Federal Rapublic, it was 25 percent higher 
than in the United States. 
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For the part, ^U.S. death rates for males and 



females 65-79 years of age were lower than the rates in 
Australia, England and Wales, and the German Federal 
Republic, but they were higher than the rates in Japan, 
Sweden, ihe Netherlands^rance, and Canada. Foe those 
80-84 a^d 85 years of age and over, the U.S. rates were 

, lower tnan those of any of the comparison countries; with 
the exception of Canada where the rate for those 80-84 
years of age was about the same. Overall, male and female 
death rates in England and Wales and the Germ^ Federal 

V Republic were higher than in most countries, yl^hile male 
death rates in Japan and female death rates in^rance were . 
loAver for those under 80 years of age than in most other 
countries. 

In each country, the sex ratio decreased with^ increasing 
age. At 6!^-69 years of age, the ratio was highest in France> 
with. mortality being 2.4 times higher for males than for 
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Tabte C. AoMdhMM dMth ratM for 1977 and av 
partem 66 yaart of at 


arage annual porcant change In death ratee for 1960-64, 1966-67» 1966-77 for . 
|e and over» aocofdlng (e eex: 8eleetedj:oimtrlee 


Sex and country 


Age-adlu8ted ^ ' ^ Period 
rate^ 

for 1977 1950-77 1950-54 1955-67 1968-77 



Male 



Australia 

Canada 

England and Wales 

France 

German Federal Republic . 

Japan 

Netherlands 

Sweden ... v. 

United Stat^^TN^ 



Female 



Australia r:^^ 

Canada 

England and Wales 

France 

German Federal Republic . 

Japan 

Netherlands 

Sweden 

United States ^ 



Number per ' 














Average annual percent change 




population 










65.4 


-0.2 


-0.6 


0.1 


4 fi 

. - 1.0 


58.5 


-0.3 


-1.2 


-0.4 


A Q 


72.1 


-0.3 ' 


— 1.1 


— U.J 


4 A 

— l.U 


63.7 


-0.6 


-0.7 


-1.0 


-0.3 


70.9 


A 4 

0.1 


M 


-0.1 




56.6 


-1.6 


-2.2 


- 1.0 


-2.6 


60.1, 


0.3 


-0.3 ^ 


A 4 

0.1 


-0.2 


58.5 ( 


-0.2 


-1^ 


-0.1 


-0.1 


60.3 


-0.3 


-1.5 


. 0.2 

m 


— iZO 


) 38.7 
^ 33.8 


-1.0 




-0.6 


-2.1 


-1.6 




. -1.6 


-1.9 


42.5 


-1.0 


-3.1 


-0.9 


-1.0 


35.4* 

^^-^ ^ 


-1.5 
-1.2 


' -1.4 
-0.3 


-1.6 


-1.2 
-2.1 


38.0 


-2.0 


-2.6 




-2.7 


35.0 ^ 


'^1.5 


-1.6 • 


-i.r 


-2.3 


35.7 ^ 


-1.7 


-1.7 


-1.6 


-1.9 


34.9 


-1.3 


-2.3 


-1.0 


-2.3 



^Age adjusted by the dlr«ct method to the population 65 years of age end over frr the United jStates ss enumenrted In 1940, using 5 ege groups. 

NOTE: The average snnuel percent change was catculsted by fitting a regression line to the topsrlthm of \he death rates for every year. The slope of the line Is 
the estimate of the wmusl rate of change. Death rates for the population 85 years of age sndover (used In the calculation of the United States age Mjusted 
death rate) In 1970 are based on populations revised by the U.S. Bureau of the Census to correct for overestimates of the population 100 years of age and over. 
See footnote three in text for more complete discussion. 

SOUMES* Unrted Nations: D^mognphic Ymrbook im 1974, 1978. Pub. Noe. 67-XIII-l. ST/ESA«TATffV3. ST/ESA«TAT/SER.FV8. New York. United NattonSj 
19e7.,l975» and 1979; personal communication; National Cwiter for Health SUtlstlcs: Computed by the Division of Analysis from data compiled by the Division 
of VHal Statistics. * . ^ - 



females. The U.S. ratio was 2.05. France retained the 
highest ratio through 75-79 years of age. Ratios in Canada 
and the United States at 80-84 years of age and 85 yeam>f 
age and over and. in Sweden at 85 years of age und mtx 
were as high as in France. The lowest ratio was obslWd in 
Japan for each age grou^. Mortali^ty sex»#atios in Canada 
and England and Wales most nearly paralleled the U.^ 
ratios » age for age. * 



Rec^t Traida 



From lS(g to 1977, the decline ii^the age-adjusted death^ 
rate amongthe elderly in the United States was faster than 
in most other countries considered for comparison (table 
C). For most countries, mortality decline during this 
period was n^uch more rapid than during the years 
1955-^7, and, for the most part, the declines for females 
outpaced thp declines for mstfs. Regardless of sex, Japan 
showed faster rates of mortality decline than the other 
countries^ including the United States. At 85 years of age 
ai)d over, the rate of mortality decline in the United Sfates 
exceeded^that of all other countries! 



Condii^ioii 



After a period of rapid mortality decline in the 1940*s 
and early IWO's, death, rates among the elderly U.S. \ 
population began to stabilize. Around 1968, mortality for 
the older population began to decline even more sharply 
^han before. The result of declining mortality is higher life 
expectancy. In 1940, life expectancy at birth had not yet 
reached 65 years of age, but by 1978, it was just beyond 73 
years of age. During these 38 years, life cJ^pectancy at 65 
.years of age increased |)y 3 years to 16.3 years. In 1978, 
73 percent of those reaching 6S years of age could expect to 
celebrate a 75th birthday, compared with 61 percent in 
1940. 

Inasmuch as heart disease is the leading cause of death 
among the elderly, mortality trends from this cause 
parallel the decline for all causes combined. Since 1968, 
death rates from'stroke have been falling even more rapidly 
than those from heart disease. Cancer has been the only 
major cause of death among the elderly that has continued " 
to show increasing death rates, with the rapyl increases 
since 1968 primarily as|ociated with lung cancer. 
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The decline in mortality among the elderly population is 
not unique. While trends in Mortality differ across age 
groups and over time, the mortality experience of people 
25-64 years of age has been similar to that of those 65 years 
of age and over, decreasing by 2-3 percent per year since 
♦ 1%8. Before the late i960's, mortality decline in the group 
25-64 years of age was also slow, averaging less than 1 per- 
#cent per year. 

The recent, sustained accelerations total mortality 
decline were not foreseen during the early I960's. At that 
time, it was generally believed that further decreases in the 
death rate for the United State^**as experienced in the past 
cannot be anticipated" (National X^enter for Health 
Statistics, 1964). For the elderly, only among white females 
could the death rate be expected to show further decreases 
(National Center for Health Statistics, 1964). 

However, the death rate did decrease and even faster 
than before. But, can the decline continue in the future at 
the ^ame pace as in the past decade? Will it taper off 
gradually, or will it continue to acetate before it slows? 
These uncertainties have led those responsible for national 
population projections to consider more than ooe assump- 
tion about the future course of mortality decline. Popula- 
tion projections based on single assumptions of regular, 
small declines in mortality rates at older ages are noionger 
considered **a safe course to follow" (U.S. Bureau of the 
Census, )979). Thus, - alternative mortality assumptions 
^result in projected increases in the siize of the elderly 
population that range from 32 miiliori, 29 percent more 
* than in 1 979, to as^ high as 37 million In the year 2000, a 
^ 49-percent increase since 1979 (U.S. Bureau of thr Census, 
1977; Rice, 1978). 

In either case, there are major implications for health 
care utilization, for the Social Security system, and for 
almost all social and health-related ser/ces that reach the 
elderly. For example, while only 5 percent of today's el- 
derly live in nursing homes, some 22 percent of the oldest 
,o group — those 85 years of age and over— reside in such in- 
stitutions (National Center for Health Statistics, 1979). 
With "the elderly population and particularly the oldest 
group projected to increase dramatically in ^e coming 
decades, nursing homes are likely to face lar^e increases in 
their resident population. Projected increases that assume 
constant utilization rates are as high as 2.4 million elderly 
residents in the year 2000,^ more than twice as many as in 
1977. * 

The Social Security system is deeply enmeshed in the im- 
pact of the aging pppulation. For example, the system will 
,soon be faced with the aging of the **l?aby-boom" genera- 
tion. The number of beneficiaries per 100 covered workers 
is projected, under an intermediate series, to increase from 
30 in 1979 to 40 in 2015 to 52 in 2030 (Social Security Ad- 
ministration, 1980). To accommodate this rapid increase in 
the elderly population, the Social Security system will have 
to make certain adjustments. 



^AMumes declimiis mormity through Uie'year 2000 at the same rate 
obflcrviBd during 1966-76. 
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The societal impact of the large increase in the elderly 
population is highly dependent upon their health. The 
elderly population in the years to come may noti>e a sicker 
one. Factors leading to the declines in mortality may lead 
to.chaifges in both morbidity and the patterns of health 
care (Rice, 1978; National Center for Health Statistics, 
1978; U.S. Bureau of the Census, 1979). Fries, in his model 
for national health (1980), **foresees continued decline in 
premature death and emergence of a pattern of natural 
death at the«nd of a natural life span/J Morbidity would 
be compressed until near the end of the life span when 
•^everything comes apart at once" (Fries, 1980). to reach 
this target, the ability to postpone chronic illness by 
' changes in lifestyle is crucial. Whether we will face, on the 
one hand, a sicker and more expensive to care for society 
or, on FBe other hand as Fries suggests, one with an 
average life span of approximately 85 years is still open to 
^speculation. 
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Introdnctibil 

Diabetes mellitus is a diagnostic term used to refer to **a 
genetically and clinically heterogeneous group of disorders 
that shaxe gbcose. intolerance in common" (National 
Diabetes Data Group, 1979). In the past, different types of 
djabetes were^ classified according to their time of onset 
(i.e., juvenile-onset as Opposed to adult-onset diabetes), 
and levels of gludtse intolerance were taken as indications 
of differ^t stages of the disease (e.g., pre-diabetes, latent 
diabetes, borderline, diabetes, and overt diabetes). Recent 
research related to different types of diabetes has shown 
that diabetes requiring iasulin for survival can occur at any 
age and that Dorderline and other less severe clinical states 
do not necessarily develop into diagnosable diabetes. 
Therefore,4nteniational experts on diabetes presently fmd 
it useful to (1) distinguish diabetes per se from all other 
forms lof impaired glucose intolerance, and (2) distinguish 
insulin-dependent di^letes irojji noninsulin-dependent 
diabetes. However, these newer distinctions are not yet 
reflected in available national statistics on diabetes. For 
this and other Reasons, the magnitude,' heterogeneity, and 
scope of this^impottant public health problem are only par- 
tially indicated by existing prevalence and mortality 
statistics, « " " 

In 1979, in estimated 5.2 million people in the civilian 
noninstitutionalized population of the United ^States were 
known to have diabetes. In 1977, about 189,000 nursing 
home residents (14.6 percent) were reported to have 
diabetes (National Center^ for Health SUtisties, 1979). 
Diabetes experts have long suspected, lowever, that in ad- 
dition to the number of persons with di^osed diabetes a 
' comparable number may have undia^osed diabetes. 

In 1978, nearly 34,000 people were reported to have died 
from diabetes, nuking 'diabetes the sbcth leading cause of 
death in the' United States (National Center for Health 
Statistics, 1980). This ranking is generally considered to be~ 
an underestimate of the impact of diabetes on mortality, 
since this statistic dpes not reflect the contribution of 
diabetes to other immediate causes ijf death (Tokuhata, 
1975). An adequate assessment of the magnitude of the 
probleip n^ust also take into account the long-term com- 
plioatiom of diabetes, particularly coronary heart disease, 
peripheral Vascular disease, and diseases of the eyes and 
kidney (National Diabetes DaU Group, 1978). 



As a result of the activities of the U.S. National Com- 
mission on Diabetes and its successor the National 
Diabetes Advisory Board, interest in diabetes mellitus and 
its complicalj^s has increased among lay, medical, and 
scientific communities in the United Stages. Activities 
within the Federal Government reflect this -increased in- 
terest* Biomedical research funding has been increased; an 
^interagency Diabetes Mellitus Coordinating Committee 
has been established; and the Center for Disease Control 
has initiated diabetes control activities in 20 States. In ad- 
dition, the National Diabetes Data Group (NDDG) and the 
Natiorfal Diabetes Information Clearinghouse (NDiC) 
^have been formed as new programs within the National In- 
stitute of Arthritis, Diabetes, and ,Digestive and Kidney 
Diseases of the National Institutes of Health (NIH). 

Since its inception in Wl, NDDG has collaborated 
closely with the National Center for Health Statistics 
(NCHS) to develop accurate and complete epidemiologic ^ 
data on the scope and impact of diabetes mellitus in the 
United States. More recently, NCHS has collaborated with 
NDIC in analyzing available NCHS data b<^ing on the 
educational implications of the health care practices of 
adults with known diabetes. This article highlights impor- 
tant results of the collaborative analyses thus far under- 
taken. After a discussion of the prevalence of diabetes, the 
article summarizes the current data on the management of 
known diabetes among adults. 

Prevalence of Diabete& 

In 1979, about 2.4 percent of all U.S. civilians living out- 
side institutions had known diabetes. This represents a six- 
fold increase in the relative frequency of known diabetes 
during thepast 45 years^ Known diabetes is relatively more 
common among older persons (figure 1). Moreover, 

' among persons with diagnosed diabetes, more than 1 out 
of 3 people are 65 years o^^age and over.' 

Even after taking this age differential into account, 
known diabetes is more common among women, black 
people, the less educated, and those with low family in- 
come (figure 1). More detailcil data from 1976 indicate 
that, among age-sex-race (Uitegories of the population, 
black women in their middle and later years have the 

^highest rates of known diabetes. Within each age-sex-race 
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I 

SOURCE Division of Health Intarviaw Statistics, National Canter for Haalth Statistics Unpubtishao data from tha 1979 National Haalth 
Intarviaw Survay^ 



Flguf^ 1. P$r$pn$ wfM known dtabtlM, according to tdcctod charactcdstics: Unitod Statoa. 1979 



category, those with less education have a greater 
prevalence of known«<' diabetes (uble A). The greater 
prevalence of obesity among the less educated and among 
black women may partly explain the higher rates of 



diabetes among time segments oKhe population (West, 
1978). ^ 

During the' past 45 years, there has been a marked in- 
crease in the prevalence of known diabetes as ascertained 



/aeoordbi0 to •duetttoiuri attiliimtnt^iQt, tM^n raot: IMt«d 
/ Sit— ,-|t7> 

Educ«tk>nal attainment 
Age, MX, and race Lass than ^2y9vs 

« teval8 12 years and more 

1 

20 years and over^ Rate per 1,000 pereons 

Male if 33.3 40.2 28.7 

White T 31.8 38,4 27.8 

Black 44.3 49.8 41.0 

Fentale 36.6 50.5 26.7. 

White 34.2 47.6 25.7 

Black..'. 5a8 67.0 4Z3 

20-44 years 

Male as 13.6 7.1 

White a4 13.2 7.1. 

Black a4 '15.0 ^ai 

Female 13.8 '21.7 11.5 

White 1Z8 21.0 10.8 

deck 20.8 25.4 17.3 

45-64 years 

Mal^ 49.8 60.8 42.7 

White 47.3 57.8 41.1 

Black 71.8 76.9 67.7 

Female 49.3 73.0 34.3 

Whrte 44.9 67.1 32.3 

Black • 92.5 106.1 74.5 

65 years and ove^ , 

Male 8Z7 88.4 72.6 

Whitei. 79.1 83.8 70.0 

w BlacK-. ..." 103.3 111.5 ^97.2 

Female 87.1 , 101.4 61.9 

White 84.1 97.4 62.3 

^ Black 118.3 129.7 •^1.6 

^ Age adjusted by the direct method to the 1976 clvtllan non Institutional (zed 
populstion, using Sage intervals. 

SOURCE. Division of HeaJth interview Statistics, National Center for 
Health Statistics: Unpublished data from the^976 National HeaJth Inter- 
view Survey. 



through national household health interview surveys (Har- 
ris, 1980). The relative frequency of known diabetes has 
imreased sixfold, from approximately 0.4 percent in 1935-36 
(the period immediately after the discovery of insulin in 
1929) to 2.4 percent in 1979. 

The major increase in the prevalence of known diabetes 
has occurred during the last 20 years. Between i960 and 
1979, the relative frequency of known diabetes increased 
an average of about 7.7 per 10,000 persons per year. Dur- 
ing the 25 years earlier, the average annual increase in the 
rate of known diabetes was only about 2.^per 10,000 per- 
sons. 

Whild the agin/ of the population may account for part 
of the change in prevaleiice, aU ages iatd both sexes have 
experienced increases in the rate of diabetes. In the last two 
decades, however, the relative increases have been greater 
for younger persons than for older persons. For example, 
between 1958-60 and 1978, the rate of diabetes tripled for 
persons 44 years of age and under, increased two and one- 



half times for persons 45-64 years, and doubled for per- 
sons 65 years of age and over. 

Preliminary evaluation of these trends suggests that the 
change in the prevalence of known diabetes has resulted 
from improvements both in detection of diabetes among 
high-risk groups and in survivorship among persons with 
diabetes. But whether a reservoir of undetected diabetes 
exists, as many experts within the field have long 
suspected, remains to be answered (Remein, 1959). NDDG 
and' the Division of Health Examination Statistics of 
NCHS are collaborating.' on a study that will shed some 
light on this issue. 

In this study, data from the 1976-80 National Hefdth 
and Nutrition Examination Survey (NHANES II) will be 
analyzed to accurately ascertain the magnitude of un- 
diagnosed diabetes. In NHANES II, more than 4,000 
persons 20-74 years of age were tested for diabetes by 
measuring their fasting plasma glucose and by performing 
a 2-hour 75 grams oral glucose tolerance test. Specific 
criteria applied to these data will permit estimation of un- 
diagnosed diabetes in the United States. 



Management of Known Diabetes 
Among Adults 

Proper care and management of diabetes are esselftal 
for two reasons. No known cure for diabetes exists, and 
many of the acute and long-term complications of diabetes 
may be checked in varying degrees by appropriate treat- 
ment.! Prescriptions for such care generally 'include an 
ongoing relationship with the health care system. De- 
pending on the type and severity of diabetes and other 
patient charaaeristics, selective use or an optimal mix of 
diet, exercise, and administration of insulin or oral 
hypoglycemic Agents constitute the essentials of treatment. 
A high premnim is also placed on good health practices, 
the use of preventive health services, and patKPt and fami- 
ly knowledge of the contribution of t|^tment modes to 
successful management of diabetes. Patient knowledge is 
important because, aside from regular contacu with a 
physician or other health care praaitioners, health care of 
diabetes is primarily self-care. 

Data relating to these management^ aspects of known 
diabetes are obtained through the National Health Inter- 
view Survey (NHIS) and are presented herein for selected 
years between 1973 and 1978. Afte^ a description of the 
utilization of health services (including the use of preven- 
tive services) by persons with known diabetes, the 
remainder of this article highlighu diabetics' uses of diet, 
medication, and exercise and their compliance with other 
good health practicesr The analyst! is limited to di ab e ti c s 
20 years of age and over for two reasons. In sibme in- 
stances, sample cases for those under 20 years of age were 
too few to be included in the ahalysis; in o^her instances, 
the particular information had been collected only for per- 
sons 20 years of age and over. The intent of the discussion 
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is to describe important aspects of diabetes among adults 
and thereby complement the current reviews of manage- 
ment aspects of diabetes among children and youths 
(Drash."l979). 

Utilization of Health Services 

Treatment of diabetes requires a careful balancing of 
diet, insulin levels, and exercise in the dynamic context of a 
diabetic's' personal, social, and medical situation (Krall, 
1978). Thus, an ongoing rdationship with the health care 
system is essential. Diabetics are generally in accord with 
this requirement. 

Refslar Soirees of Hcmlth Cmrc . 

Virtually all adult diabetics have weO-defmed points of 
entry into the health care sy^em. In 1978, more than 9,out)^ 
of 10 persons with known diabetes reported having a par- 
ticular place to which they could go when they needed 
medical help or advice. Moreover, about half of the small 
proportion (6 percent) of adult diabetics without one ^ 
regular source of care reported the main reason for not 
having one regular souile of care was that they routinely 
saw different physicians depending upon the nature of 
their problem at the time. » , 

^ Among diabetics with a regular source of care, private 
doctors' offices and doctors' clinics, including health 
rhaintepance organizatipns and other prepaid group prac- 
tices, predominated as the usual places of care. In 1978, 
about 87 percent of all adult diabetics with a regular source 
of care identified a private doctor'-s office or a doctors' 
clinic as the place to which they usually went when they 
qceded medical help or advice. ^ 

Overall, in 1978, only about 1 out of 10 adult diabetics 
with a regular source of care routinely received medical 
care from hospital outpatient departments. Moreover, 
more than 4 out of 5 diabetics with a regular source of care 
dkp had a particular doctor at the usual source of care. 
iRwevcr, important variations e^sted in each of these 
characteristics according td^acc and income. For example, 
while only about 5 percent of white diabetics and black 
nonpoor (family income $7,000 or more) diabetics with a 
regular source of care used a hospital outpatient clinic or 
emergency room as the usual source of care, 39 percent of 
all poor (family income less than $7,000) black diabetics 
reported hospital outpatient departments as the regular 
source of care. 

Uie of PkyiktaBS 

In 1976, about 9 out of 10 adiitt diabetics had contacted a 
physician one time or more during the past yea^. This was 
true for pior and nonpoor diabetics alike, irrespective of age, 
race, or sex. Mmover, about 8 out of 10 indicated that dur- 
ing thia.same period of time they had seen a phyncian 
spedfKsOy about their diabetes/During that same year, adult 
diabetics coaectiveiy''averaged idK>ut 1 1 physician visits (vn- 
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eluding tdephone contacts) per person per year. Except for 
' those 65 years of age and over, diabetics with 13 years or 
more education had higher rates of physician contact than 
persons with less education. 

Use of PreveflUvc Health Services 

Adequate evaluation of the utilization of health services 
must take into account the need for the service. A striking 
example of this injunction is found in the data of table 6. 
Persons with diabetes tend to make slightly grcato" use of ^ 
eye exants, glaucoma, tests, electrocardiograms, and chest 
X-rays than similarly aged nondiabetics do. It is surprising 
that the (inferential is not larger; diabetics have a much 
^'greater lieed for these preventive services because of com- " 
plications resulting from the disease. For example, 
diabetics are at greater relative risk of eye and hearty com- 
plications (Bradley and Ramos, 1971; Bradley, 1971). Yet; 
in 1973, only 55 percent of adult diabetics were estimated 
to have had an eye exam during the past 2 years; only 41 ' 
percent, to have had a glaucoma test during* the past 2 
years; and only 53 percent, to have had an electrocar- 
diogram during the past 2 years. 

Detailed analysis of the use of these preventive health 
services among adulf diabetics is constrained by the size of 
the NHIS diabetic subsample. Nonetheless, limited 
analyses indicate important income and educational dif- 
ferentials in the use of some of these preventive services, 
and these differentials paraUel those in the general popula- 
tion. For example, in 1973, poor female diabetics were 
relatively less likely than their nonpoor counterparU to 
have had a Pap test in the past year, a tendency that was 
noted for various age and educational categories of female 
diabetics. | > 

The percent of persons having one dental^visit or more in 
the past year is not generaUy considered a measure of the 
use of preventive health services. Nonetheless, given higher 
levels of periodontal ^isease among diabetics, regular den- 
tal visits should be a preventive health practice among 
diabetics (Gottsegen, 1970). However, daU for this ^ 
preventive health service indicate reason for concern. 
Although alm^t half of the nondiabetic adult population 
contacts a dentist in the course of a year, oxfiy about a third 
of all diabetics 20 years of age and over do. Certain aspects 
of this finding require further study to determine whether 
•'pi; reflects: (1) a greater proportion of endentulous persons 
associated with the older age composition of diabeti cs as j 
group; (2) differences in socioeconomic charactefBtics 
known to be associated with the use of< dentists, such as 
educational attainment; and (3) a greater impact on 
diabetics than on nondiabetics of economic barriers in ob- 
taining dental services. 

Inpatkat Use of SHort-Stay HotpiUb 

Based on daU collected in the 1976 NHIS, about 3 out 
of 10 diabetics were in a hospital at the time of their 
diagnosis; and of these, about 1 ou^ of 3 had been 
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Total 
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65 years artd over 
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Total 
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m Breast exanf^ 
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Haalth Stadstlca: Unpul)((shad data from tha 1973 and 197S National Health 
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hospitalized because of suspected diabetes. Also, about 1 
out of S of all adtth diabetics had been hospitalized at some 
time for their diabetes; but this proportion varied widely 
depending on how long the person had been a diabetic. 
The hkelihood of being hospitalized for diabetes also 
varies by the severity of the disease u indicated by the ma- 
jor type of therapy. In 1976, among those for whom in- 
sulin was the major form of therapy, S7 percent had been 
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hospitalized at some time for their diabetes; among those 
being treated primarily with dral agents, 14 percent had 
been; and among those treated* primarily with a .written 
diet, about 10 percent had been. Given the variety of acute 
and chronic complications tlyt accompany diabetes, it is 
not surprising that adult diabetics collcctivcjv make gfeater 
use of short-stay hospitals than similarly ag^ nondiabetics 
do. In 1976, adult diabetics were about twice as likely as- 
nondiabetics to have had one 01 more short-suy hospital 
episodes in the past year. 

ProMenis Obtalaiag Health Care 

Despite the fact that diabetics use both short^tay 
hospitals and physicians more than nondiabetics do, ob- 
taining health care is not without its problems. In 1977, 
about 15 percent reported that they had one problem or 
more getting medical care in uie past 12 months. That 
same year, 8 peroenf indicated that they had been 
prevented from gettingr medical care by one problem or 
more. In 1974, abou^ out X>f 10 diabetics reported that 
they were not getting all the health care that they felt they 
needed. - 



Treatment 



While individual treatment regimens vary, the essentials 
'of treatment for diabetes are diet, insulin, oral 
hypoglycemic jigents, and exercise (Krall, 1978). 

Diet 

Manipulation of diet traditionally has been a key feature 
in. the treatment of a person with diabetes (American 
Dtebetes Association, 1979b). Based on the 1976 NHIS,' 
about 4 out of 5 diabetics have received a written diet at 
some time, and about two-thirds of this group follow the 
diet they have been given. 

biet is important in the prevention and treatment of 
diabetes because obesity is a major risk factor in the 
etiology of noninsulin-dependent diabetes and because 
persistent obesity after the onset of diabetes impedes the 
achievement and maintenance of normal blood glucose 
Jevels. Nonetheless, data from the 1977 NHIS indicate' that 
about SO percent of all diabetics 20 years of age and over 
^are obese and that the relative likelihood of such obesity 
among diabetics is inversely associated with educational 
attainment, • 

lasalia * ' 

Although some types of diabetes can be controlled with 
diet alone, other types reqii|ire insulin therapy either 
because the pancreas does not produce any insulin or 
b^use available body insulin is inadequate to regulate the 
level of glucose in the blood. About 1 out of S adult 
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diabetics were current insulin users in 1976. Optimal care 
for these diabetics involves their understanding the effects 
of insulin in lowering the level of blood sugar. In i 976, just 
' more than 4 out of 5 diabetics using insuUn generally knew 
what an insulin reaction was*. But only 60 percent of this • 
-••knowledgeable" group correctly knew that too much 
food would not cause an insulin reaction; only 60 percent, 
that too much exercise could cause one; and only 70 per- 
cent, that an insulin reaction was not the same as a diabetic ' 
coma. In sum, orty 3 out of 10 of. these **insulin 
knowledgeables*' answered all three of these specific ques- 
tions about insulin correctly; and only about 55 percent 
answered at least two specific questions correctly. On each 
of these indicators, insulin users with less than 1 2 years of 
education were the least knowledgeable. 

Since persons having an insulin reaction may behave as 
if intoxicated, all diabetics and particularly those using in- 
' sulfn should carry or wear something that identifies them 
as diabetics. In 1976> about two-thirds of those currently 
using insulin carried or wore diabetic identification. 
However, only about a third of all diabetics were estimated 
to carry or wear diabetic identification, a practice that 
varied little according to age, sex, or race. 

» 

Oral Hypoflyceflik Ageats 

For more, than two decades, a diabetic who^e pancreas 
was able to produce some insulin has been considered 
treatable with various kinds of pills, tablets, or capsules 
known as - oral hyfoglycemic agents— hypoglycemic, 
becaij^ they act to lower the level of sugar in the blood. 
Considerable controversy exists^ the use of certain oral 
agents, primarily as a result of the University Group 
Diabetes Program study (Food and Drug Administration, 
1975; American Diabetes Association, 1979a; American 
Medical Association, 1980). A* a result of this study, some 
diabetologists (Steinke and Thorn, 1974) suggested that 
oral agents be used ^thout reservation only under the 
following conditions: when dietary treatment fs no longer 
sufficient, insulin use is not acceptable to the person, or 
only short-term use of such drugs is being considered. 
Nevertheless, in 1976, 2 out of 5 adult diabetics were cur- 
rently using diabetic pills. 

Exercke 

Compared with the amount of attention given to 
medical care, diet, and medication, the role of exercise in 
the care and treatment of diabetes has been slighted until 
recently. Currently, exercise is viewed as an important 
complement to diet and medication in the treatment of 
diabetes GCovisto and Sherwin, 1979). Diabetics apparent- 
ly have also become more cognizant of the rote Q^exercise. 
In 1976, 51 percent of diabetics felt that diabetics coul4 ex- 
ercise as much as other people, whereas in 1965, only 40 
percent had expressed this belief. 

With respect to differentials in amounts of physical # 
fitness activities, data available from the 1977 NHIS in- 



dicate that educational attainment is positively associated 
with perceived physical activeness. Among diabetics 20-64 
^ears of age, those with less than 12 years of education 
were less likely than those with 12 yesCrs»ol^ore of educa- 
tion to perceive themselves as being **as activeV or **more 
, active" than others their age.- ^ 

Other Health Practices 

Diet, insulin, oral agents, and exercise are essential tools 
used by physicians in developing individualized trettment 
plans for diabetics. These plans are prescribed with the in- 
tent of restoring the physiology of the diabetic patient to as 
near normal a state as possible so that the person may lead 
as normal a life as possible. Howler, other good health 
practices are important to^he health and well being of the 
d^ibetic. Of particular importance ixt moderation in- 
ilcohol consumption and abstention from smoking. , 
\With respect to alcohol consumption, data aViulable 
from NHIS indicate that the vast majority of diabetics 
either abstain from alcohol or^use alcohol with modera- 
tion. For example, in 1977, about 25 percent of all adult 
diabetics used beer, about the same proportion used wine, 
and only about 30 percent used liquor. In total, aimo.st 43 
percent used either beer or wine or liquor. Moreover, those 
diabetics who used these types of Mcobolic beverages 
tended to do so infrequently and in small amounts. Con- 
trary to other health prac^ces, diabetics with less than 12 
years of education were less likely to make any use of 
alcoholic beverages than those with more education were: 
Among alcohol users, those with less than. 12 years of 
education were also more likely to be occasional users than 
those with more education were: The^ educational pat- 
terns in the use-</f alcohol were eviderU for both men and 
women. 

Since smoking increases the chances of coronary heart 
disease to which diabetics are already at risk, it is impor- 
tant that diabetics refrain from smoking. Data from the 
1977 NHIS indicate that about 31 percent of diabetic men 
^d 23 percent of diabetic wom^n were current smokers, 
compared with 40 percent of nondiabetic men and 32 per- 
cent of nondiabetic women. Among diabetic men but not 
among diabetic women, those with less than 12 years of 
education were more likely than those with more education 
to be current smokers. 

Conclusion 

. This article has highlighted important aspects of the 
prevalence of known diabetes in the United States. It has 
also described major characteristics of the management'^of 
known diabetes among adults. One underlying theme has 
been the importance of education both as a correlate of the 
relative occurrence of diabetes and as a major dimension 
to be confronted in the treatment of diabetes, the inverse 
relationship between educational attainment and the rate 

or 
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of diabetes is illustrated by the following: A^out 58 per- 
.cent of all adult diabetics have4ess than 12 years of school- 
ing, and only 30 pe^nt of nondiabetics iTave that amount 
of formal schooling. Moreover, the percent of persons' 
with less than 12 years of education is even higher among 
certain subgroups that have the highest rates of known 
diabetes among age-sex-race categories of the population. 

These fmdings have important implications for the plan- 
ning, design, and evaluation of educational programs for 
pCTSons with diabetes (Green, Lewis, and Levine, 1980). 
While notable exceptions exist, more educational materials 
are needed that can be understood by people with little for- 
mal schooling. In the management of diabetes, it is usually 
people with less than 12 years of education who either lack 
needed knowledge or who, because of that lack or other 
related reasons (Jenkins, 1980), do not comply with what is 
currently considered to be good health pi^ctices. 
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Introduction 

Mounting evidence suggests that personal health prac- 
tices contribute to physical health status and longevity, 
although this concept is far from new. The association be- 
tween disease and lifestyles originated with Hippocrates 
(Brock, 1929). In his essay "On Airs, Waters, and 
Places," Hippocrates described the influence of the en- 
vironment on the organism — not only physical factors 
such as climate and the character of the terrain, but also 
factors such as t^e habits and practices of various peoples 
as they relate to health and disease. 

Alaaedfl Coflsty Stsdy 

During the mid'1960's, the Human Population 
Laboratory in Alameda County, California, found a 
positive association between seven favorable health prac- 
tices and good physical health status (SeUoc and Breslow, 
1972). The favorable health practices were'^as follows: 
(1) never having smoked, (2) limiting alcohol consump- 
tion, (3) controlling one's weight, (4) sleeping an average 
of 7-8 hours a night, (5) engaging in physical activities, 
(6) eating breakfast almost every day, and (7) not eating 
between meals. Each practice was found to have an in- 
dependent relationship to health status, measured in terms 
of a seven-point scale ranging from severe limitation 
resulting from chronic cpnditions to healthy with no 
physical, complaints and a high level of energy (Belloc, 
Breslow, and Hochstim, 1971). Furthermore, a consistent 
positive association was found between health practice 
score (number of favorable health practices) and physical 
> health status. 

Persons with favorable health practices in 4965 also had 
an advantage over persons with unfavorable practices in 
terms of mortality risk. Table- A shows age-adjusted mor- 
tality rates asjof 1974 among the 1965 Alameda cohort for 
each of the seven health practices. 

One concern in this area of research is the possible cir- 
cularity of the relationships observed. That is, poor health 
practices may be a consequence rather than a cause of poor 
heahh» becajyie people who are ill may not be able to 
^ engage in certain tuealth practices. For example, they may 
not sleep well, they may be und^eight, or they may not 




be ablc^ to exercise. However, longitudinal data from 
Alameda County indicate that the observed relationships 
between health practices and subsequent health status and ■ 
mortality wec#4tot attributable to poor health at the time 
of the 1%5 survey. 

Using data from the 1974 mortality foUowup, Breslow 
and Enstrom (1980) analyzed the relationship between 
number of health practices and morulity for the 196^ 
cohort according to the year in which death occurred. 
Although the relationship was strongest in the first IVi 
years, it remained significant throughout the period (table 
B). If the association between health practices' and moruli- 
ty had resulted from initial poor health, the relationship 
should have largely disappeared by the end of the decade, 
as those who .were ill at the time of the survey would be ex- 
pected to die early in the followup period. Since this was 
not the case, the data indicate a positive relationship be- 
tween favorable health practices and survivorship. 

Other findings from the 1974 data show that survivor- 
ship was also associated with strbng social and 
community ties reported at the time^of the 1965 survey 
(Berkman and Syme, 1979). This relationship was found to 
be independent of self-reported physical health statu?, year 
of deaths socioeconomic status, personal health practices, 
number of favorable health practices, and utilization of 
preventive health services. 

Longitudinal analysis of the health status of survivors 
Wi years after the 1965 survey revealed a consistent 
positive association between five of the health practices 
(hever having smoked cigarette^^Jifniting alcohol con- 
sumption, controlling one's weight? sleeping an average of 
7-8 hours a night, and engaging iA physical activities) and 
physical health status (Wiley and Camacho, 1980). The 
health status score employed as the outcome variable in 
this analysis was adjusted for sex, age, and level of health 
in 1965. By adjusting for ^kfSseline health sutus, the prob- 
lem of possible circularity in the relationship between 
health practices and health status was largely elicninated. 

While other investigators had demonstrated a link be- 
tween health practices and health outcomes in specific 
subgroups (Pratt, 1971; Palmorc, 1970), the Alameda 
study was the first to examine the relationship between 
routine daily activities and health status in 'a general com- 
munity population. The findings from this study have 
drawn atten^n to the potential importance of personal 
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lifestyle for health and well being and have stimulated ad- 
ditional research tq assess their generalizability for the 
U.S.*^ population. 

NatloBd Goab 

In 1977-78, a "prevention initiative" was underuken by 



Tabto A. AgMdKMttd dMih ralM^ for th« 1906 Alam«da County 
coHort, aooordhig to mx and hoalth practlcM: July 1966- 
Docambar 1974 ^ 

Sex 

Haalth practice 

Male Female 



Number per 100 persons 



Total cohort 12.7 8.6 

Hours 9f sleep 

6 hours or less 15.6 9.7 

7 hours 11.5 6.8- 

8 hours ITTK 8.1 

9 hours or more 13.9' 10.4 

Desirable weight for height 
Underweight: 

10 percent or more 21.8 11.7 

5-10 percent 1^.6 6.3 

Between 5 percent underweight and 

5 percent overweight 13.4 7.9 

Overweight: 

5-10 percent 9.0 6.8 

10-20 percent • 10.3 7.7 

20-30 percent 10.8 7 7 

aOp^centormore 15.5 1.0 

Smoking status 

Never..* 9.r 7.0 

Formerly /. 10.4 12.0 

Currently r. 15.4 10.6 

'1 pack per day 12.6 10.6 

packs peTday 16.2 10.4 

2 packs or more per day 20.0 

Physical activity 

^ Often engages In active sports 6.8 

Often swims, gardens, or exercises — 11.8 6.5 
Sometlrnes engages In sports or ; 

swlm^.... 12.4 7.*V 

Sometlmes^ardens or exercises 15.0 8.2 

None of the above ^ 18.6 ,16.1 

Alcohol consumptton ^ ^ 

None • 11.9 9.4 

1-2 drinks^ a time il l 7.4 

3^drlnksatatlme -12.2 7.4 

Sdrlnksormor^ai^tlme 16.2 

Breakfasi eating 

Almost every day 11.6 7.8 

Rirely or sometimes 16.3 lO.O 

Snacking 

Rarely or occasionally. . 119 8.3 

Almost every day ♦ 14^ 6.1 



^9Vt-ye«^ death r«tM. age adlutted t>y th« direct method to the total 1965 
survey eemple. 

90UACE: <0reeiow, L. and Enetrom. J. MO.) 
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Table B. Standardtted mortality ratios^ for the 1965 Alameda 
County cohort, according to ffollowup Interval, 1965 health 
practice score/ and sax: July 1965-Oecember 1974 

Followiiip Inter^l 

1965 health practice Total — ■ ^-p^ 

score and sex 9Vi years First Next^ Last 

2y2 years 3 years 4 years 

















Both sexes 










0-3 




178 


252 


169 


142 


4-5 




109 


101 


108 


114 


e-7 




75 


67 


79 


11 




Male 










0-3 




193 ' 


253 


189 


154 


4-5 




109 


104 


111 > 


111 


6-7 




71 


57 


69 


78 


( 


Female 










0-3 




160 


250 


143 


126 


4-5 




109 ^ 


98 


106 


117 


6-7 




80 


78 


89 


75 



^The standardized mortality ratio is the ratio of the observed numt)er of 
deaths to the expected number of deaths using a base population of 100 Ex. 
peoted deaths were based on age*spectfic proportions dying in the total 
mate and female samples. 

^Health practice score is number of positive responses to the following 
Items never smoked cigarettes; drink not more than 4 drinks at a time; often 
or sonr>etimes engage in .active sports, swim or take long walks, or often 
garden or do physica>^xercises; weight for men between 5 percent under 
and 20 percent over desirable weight for height, and for women not more 
than 10 percent dver desirable weight for height; usually sleep 7 or 8 hours; 
eat breakfast -almost every, day, eat between meais once In a while, rarely, or 
never 

SOURCE (Breslow, L. and Enstrom, J E,1980) 

the U.S. Department of Health and Human Services, The 
prevention initiative had two purposes: to set forth specific 
actions that people could underuke to prevent disease and 
improve their health and to describe the role of Federal 
and State agencies and the private sector in helping people 
achieve these objectives. Activities of this initiative includ- 
ed identifying types of data needed to make policy deci- 
sions concerning the dircffction and scope of health promo- 
tion efforts at the national level. 

As an outgrowth of the prevention initiative; broafl na- 
tional goals were presented in the volume Healthy 
People, issued by the Surgeon General in 1979 (Office of 
the Assistant Secretary for Health and the Surgeon 
General, 1979^ and 1979b). In this volume, past ac- 
cotnplishments in prevention were noted, major health 
problems were identified, and broad national goals for 
reducing death and disability were set. In a second volume. 
Promoting Health /Preventing Disease: Objectives for the 
Nation, specific and quJintiftable objectives were 
delineated for 15* priority areas that are key to the attain- 
ment of the majo^ goals (Public Health Service, 1980). 

Several of these objectives relate directly to the health 
practices found by the Human Population Laboratory 
(HPL) \o be associated with* good health. For example, 
smoking, excessive alcohol consumption, lack of physical 
exercise, and poor nutrition are identified as risk factors 
for such health problems as heart disease, cancer, stroke, 
and respiratory infections (National Center for Health 
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Statistics, 198bb; Dawber, 1980). W^eas the Alameda 
study illustrated the consequences crf^^OOT health practices 
in terms of a spectrunj^f physical health and in terms of 
mortality, the prevention objectives identify relationships 
between health practices and specific diseases and 
disabilities. 

Prior to the prevention initiative, data regarding the 
prevalence of the seven Alameda health practices among 
U.S, adults were collected as a supplement to the 1977 Na- 
tional Health Interview Survey. These data have been 
analyzed according to sex, race and ethnicity, age, income, 
and education (National Center for Health Statistics, 
1980a). . T 

Current Research 

The National Survey of Personal Health Practices and 
Consequences (NSPHPC), a panel study, 'iVas conducted 
in 1979 and 1980 to provide data required by the preven- 
tion initiative. This was a telephone survey of adults 20-64 
years of age, funded by thelOffice of Health Information, 
Health Promotion and Physical Fitness and SporU 
Medicine, Offfec of^isease Prevention and Health Pro- 
motion and conducted by tjie National Center for Health 
Statistics. It was designed to collecf^afii on the extent and 
distribution in the population of/personal health practices, 
their stability over time, and their relationship to morbidi- 
ty and morUlity. The survey investigated six of the seven 
Alameda health practices as well as a variety of other 
health mainten^ce behaviors and characteristics such as 
use of seatbelts, brushing teeth, flossing teeth, perceived 
control over health, and care of one's own health/ 

NSPHPC adV-esses three key issues arising out of the 
findings from tae Alameda County study: 

• The generalizability of the Alameda County findings to 
the U.S. population. 

• The extent to which other health -related behaviors show 
similar relationships -to health. • 

• The extent to which observed outcomes are associated 
with engaging in specific health practices or are 
associated with a more generalized orientation toward a 
moderate lifestyle. 

Five Fftvorabie Health Practices 

NSPHPC revealed that the majority of AmericaiT adults 
20-64 years of age aft engaging in positive health practices. 
This article focuses on the five health praetices identified 
as* favorable by HPL in '1965 and found to be associated 
with good physical health amOng survivors 9V2 years latere 
These healtlyjracticcs will be examined by level of educa- 
tion in o^dcrHo provide information for determining 
appropriate target groups for health promotion efforts. 
Since education is highly correlated with occupation and 
income, education also provides a useful proxy indicator 
of socioeconomic status. 



Table C shows the age-adjusted proportion of men and 
women who reported each of the five health practices by 
the level of education. The data indicate that "good" 
health practices are related to years of education. Further- 
more, other data have shown that, in contrast to those ^th 
more education, people who have never graduated from 
high school rate their general emotional and physical well 
being lower and practice fewer preventive measures for 
maintaining their health (National Center for Jiealth 
Statistics, 1981). 

HPL found that respondents who reported sleeping 7-8 
hours a night were in better physical health and had 
somewhat lower mortality rates than adults who slept less 
than 7 or more than 8'hours a night. The data in uble C in- 
dicate tljat educational attainment is related to the usual 
number of hours spent sleeping. Approximately 6 out of 10 
men and women with less than 12 years of education 
reported sleeping 7-8 hours a night, compared with about 7 
out of 10 men and women with 1 year or more of college. 



Tabl« C. Persons 20-64 yMts of ag« r«portlhg favorabit health 
practices, according to sax and educational attalnmnt: United 
Statss,1979 



Health practice and 

educational attainment ^^^^ Female 



7-8 hours sleep 


Percent^ of pereolis 


Alleducationlevels .. . 


67.3 


68.5 


12 years 

Morethan 12year8 


60.1 
, 67 8 

70.1 


60.2 
67.8 
73.2 


Favorable weight for height 






.,/Vlleducationlevels . . . 


63.7 


61,7 


Less than Uyears 

Morethan 12 years . 


57.9 
64.1 
66.5 


50.6 
57.6 
72.8 


Never smoked cigarettes 






Alleducationlevels 


33.9 


50.7 


Less than 12 years 

Morethan 12 years 


14.4 
32.6 
40.1 


42.0 
52.8 
51.5 


Limited atcohoi consumption^ 






Alleducationlevels — 


86.1 


96.6 


Morethan 12years . . . i- 


74 3 

86.1 ^ 
89.8 


92.9 * 

96.4 

97.9 


Physically active 






All education levels — 


92.6 


91.4 


Less than 12 years 


88.1 
93.0 
94.9 


a5.7 

92,8- 

94.6 



^ Age adjusted by the direct method to the 1979 hkitlonti Health Interview 
Survey sample of respondents residing In households with telephones 
^ewer than 5 drinks on days when aicotiol is consumed 
SOURCE-. Division of Environmental Epidemiology, National Center for 
Health Statistics. Data from Wave I of the National Survey of Personal 
Health Practices and Consequences, 1979, 



The measure of favorable weight is basefl on the I960 
Metropolitan Life liisurance Company Table of Pcsirable 
Weights, which was developed from the mortality ex- 
perience of Uftf insurance plan enrollces over a 20-year 
period (Metropolitan Life InsuraiJce Company, 1960). 
According to the HPL definition, favorable weig^was be- 
tween 5 percent under and 20 pefcent over desirable^weight 
for males and not more than 10 percent 'over desirable 
weight for females. For women, maintaining weight within 
this favorable range was the health practice most strongly 
related to level of education. About 51 percent of womei^ 
with less than a high school education reported favorable 
weight, compared with about 73 percent of women with 1 
year or more of college. The relationship between 
favorable weight and level of education among men is not 
as striking. About 58 percent of men with less than 12 
years of education reported a favorable weight for their 
height, compared with about 67 percent of men with 1 year 
or more of college. 

HPL identified **never having smoked cigarettes'* as a 
favorable health practice. For men, never having smoked 
cigarettes is the health' practice most strongly related to 
level of education. Men with the most education reported 
never having smoked cigarettes about two and one-half 
times as often as men with the least education (40 percent 
and 14 percent, respectively). For women, the relationship 
between cigarette smoking ind education is not as strong, 
although, in each education category, a greater proportion 
of women than men reported never having smoked ciga- 
rettes. About 42 percent of women with the least education 
reported never having smoked cigarettes, compared with 
about 52 percent, of women in the other two education 
groups. EdiKational differences have been shown to be 
strongest among men and women under 35 years of age 
and to decrease with advancing age (Wilson and Elinso'n, 
1981). 

For purposes of developing health Demotion strategies, 
it is^ more, useful to examine currmt smoking practices 
because they can be changed and past smoking behavior 
cannot. Current cigarette smoking is even more strongly 
related to level of education, since the more highly 
educated are mor-c likely to quit smoking. As a result, the 
age-adjusted proportions of current honsmokers range 
from 37 percent of males and 56 percent of females with 
less than 12 years of education to 69 perceoyof males and 
70percentof females with more than 12 years of education 
(National Center for Health Statistics, 1979>: 

Favorable dririkingTHafitices were defined, in accord- 
ance with the Alameda County findings, as limiting - 
alcohol consumption to fewer than five drinks on .days 
when alcohol was consumed. Complete abstinence from 
alcohol, was included in this category. A positive relation- 
ship exists between favorable drinking practices and level 
of education for men but not for women. About 74 percent 
df men with less than a high school education report^^^ 
favorable drinking practices, compared with about 90 p^B^ 
cent of men with 1 year or more of college. Consumption ^ 
of five or more drinks Is not coni'mon among women 



regardless of educational attainment; about 97 percent of 
women reported favorable drinking practices. 

Level of physical activity is the final health practice 
shown in table C. A physically active person was' defined as 
one Wht) sometimes or oft^jw^i^j^ming in the sum- 
mer, takes long walks,^ ^^P^^'^ bicycle, or who 
engages in a physically aii| ^p^ >^es calisthenics; or 

.participates in other activ^'s^poris. There is a positive 
association, between this type of physical activity and level 
of education. Among people with-the least education, 
about 86 percent of women and about 88 percent of men 
are physically acfive. Among both men and women with 
the most education, about 95 percent are physically active. 

This measure o( physta»l, activity is limited in two 
respects. First, it defines as physically active those persons 
who engage in activities requiring only minimal energy out- 
put. Hence, the proportion of the population so defined is 
high. The second limitation is that this measure is related 
only to leisure activity, not job-related physical activity. 
Thus, the educational difference in table C does not take 
job-related p^ysipal exercise into account. Other results 
from NSPHPC show that adults with fewer years of 
ediyatiOQ are more likely to hold jobs requiring hard 
physical labor. As a result, overall activity levels (physical- 

, ly active in leisure or on the job) do not vary with years of 
education. 

t^lth Practice Score 

Table D shows both sex and educational differences in 
the number of favorable health practices reported. A 
higher proportion of w^men than men, at every level of 
education, reported four aifd five favorable health prac- 
tices. Educational differences are.most prominent among 
persons reporting fewer than four favorable health prac- 
tices. Among pefsons with less than 12*years of education, 
about 7 out of 10 men and 6 out of 10 women reported 
three or fewer favorable health practices; among persons 
with more than 12 years of education, about 4 out of IOl 
men and 3 out df 10 women reported similar numbers. 

At the other end of the scale, the proportion of persons 
reporting five favorable health practices increases steadily 
by level of education. About 2 percent of men and 10 per- 
cent of women in the lowest education group reported five 
favorable practices while about nfne times as many men 
ipd about three times as many women in the highest 
education group reportedlall five. 

Preliminary findings from NSPHPC regarding physical 
health status (a composite variable developed to ^p^x- 
imate a similar variable in the Alameda study) and health 
praoi^es have been presented by Wilson and Elinson 
(1981)/^hey found that, as in the Alameda study, the 
more favorable health habits people practiced, the less 
likely they were to report concurrent physical health prob- 
lems. Three favorable health "practices identified by 
Alameda were correlated positively with reports concur- 
rent physical he^th status: physical activity, weight status, 
and number of hours of sleep. Never having smoked and 
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TaMlt HMfth iftwtiM tcor«« for pmon» 20-64 yMrt of ago, 
•ccofdMio to MX «id MluoallorMl attalnmont: Unltod StatM, 
1979 



^ Health practice score and 
educational attainment 



Sex 



Male 



Female 











"^rcent^of persons 


All education levels 


St ft 


59.5 


Less than 12 vears 


71.4 


58.0 




fi1.3 


38.7 


More than 12 years 


43.5 


30.5 


4 practices 






' All education levels . 


34.9 


41.7 


Less than 12 years 


^ 26.5 


31.9 


12 years 


37.5 


44.7 


More than 12 years 


38.1 


44.5 . 


5 practices 






All education levels — 


13.3 


18.8 




2.1* 


lO.f 




11.3 


16.6 


More than 12year8 


18.4 


25.0 



^Aoe adiusted by the direct method to the 1979 National H«ilth interview 
Survey sample of reepomiente residing in households with telephones. 

S6URCE: Division of Envlronmentai Epidemiology. NatlonaJ Center for 
Healtl^^Statistics: Data from Wave I of the National Survey of Personal 
Health Practices and Consequences, 1979. 



moderate alcohol drinking or abstinence were found to be 
relatively uncorrelatcd with this measure of physical health 
status. 



Other Healtli Habits and Practices 

^ Data in table E indicatca positive relationship between 
other favorable health practices and^attitudes and educa- 
tional attainment. It is hypothesized that such health 
praaiccs and attitudes reflect a^ncral lifestyle conducive 
to health and well being. Futurianalyses will examine the 
association between these variables aifd posttivf health 
status. 

Among people with any natural teeth, one-half of the 
and iibqut three-quarters of the women brush their 
teetH at least twice a day. Men anct women in the hidtest 
educatipn group, were i^uch more likely to report brusning 
their tcclh at least twice a day than were those Who did npt 
gra<|uate from high school. 

Use of Rental fldss or a waterpick is not common among 
men or women. Only about 22 percent of men and about 
♦36 peryt of women use dental floss or ^waterpick three* 
or more times a wctk. Men and women, in the highest 
education group are about twice as likely to floss or use a 
waterpick than those in the lowest education group. 

A\>6u( 20 percent of men and women reported always or 
nearly always using seatbelts when riding in a car. Com- 
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pared with those who did not graduate from high school, 
about twice as many men and three times as many women 
with at least 1 year of college reported using seatbelts 
always or nearly always. 



Table E. Pereons 20-64 yeara of age reporting favorable health 
practices 'and attitudes, according to sex and edticatlonal 
attainment: UnHed States, 1979 



Health practice or attitude 
an d ed ucat io nal at tal n men t 



Sex 



Male 



Female 



Brushes teeth 2 or 
more times a day ^ 

All education levels 



^cent* 



50.5 



Less than 12 years. 

12 years 

More than 12 years 




ns 

73.7 

58.7 
73.7 
81.6 



Ffosees teeth 3 or more 
tlmesaweek^ 

• All edubation levels ... 



Less than 12 years 

12yeaf s^. 

Morej|^B|jfears 

^ Always or nearly always 
uses l^at belt 

All education levels .f. 

Lessthari 12 years 

12 years 

More than 12 years 



Feels a great deal of 
CO ntrol over h ealt h ^ 

All education levels . . ^. 



Less than 12year8. 

12 years 

More than 12 years 



Doing a good or an excellent 
lobof talclng'care of health 

All education level s^e 

Less than 12 years 

12year^ • 

Morethan I2years 



22.0 

14.2 
16.5 
30.5 



19.9 

13.2 
15.6 
25.7 



51«8 

40.0 
47.9 
57.8 



65.1 

56.5 
62.1 
71.1 



36.4 

23. 
36. 
43.8 



19.5 ^ 
9.2 

16.1 W 



28.2 



§0.2 

38.5 
S0,2 
56.9 



68.3 

53*3 
67:2 
77.3 



^Excludes edentulous persons. . ^ 

^Age adjusted by the direct method to the 1979 National Health Interview 

Survey semple of rssponOents residing in housahoids with telephones. 

SOURCE: NationaTcdntsr for Health Statistics Data from Wave i of the Na- 
tional Survey of Personal Health Rractices and Consequences, 1979. 

Strong educational differences but no sex diffcr^ccs ex- 
ist in attitudes hJward health and personal health care. 
About 4 out of 10 adults With less than a high school 
education feel that they have a gtcat ^al of contrpl over 
their health, while alinost 6 out of 10 adulls who have 
attended college holcj this belief.. Similarly, a higher pro- 
, portion of college-educated people feel that they arc doing 
a^ood or an Excellent job of taking care of their health. 
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Conclusion 

Available evidence indicates an association between per- 
sonal health practices and subsequent morbidity and 
jnortality. Longitudinal data from Alameda County, 
California, indicate that people who engage in healthTul 
practices live longer and are healthier than people who do 
not. 

Of course, health practices vary in importance. There is 
clear Epidemiologic evidctace that some unfavorable health 
practices such as smoking (Office of Smoking and Health, 
f979) and excessive alcohol consumi;5tiof (Sundby, 1967; 
National Institute on Alcohol Abuse and Alcoholism, 
1978) are strong risk factors for illness, disability, and 
death. Other practices such as irregular eating or flossing 
habits pose less risk and may be relatori to health status and 
longevity only in that they reflect an orientation toward an 
unhealthfiri lifestyle. ^ 

Preliminary analyses of data from the National Survey 
of Personal Health Practices and ConsequenceTTSlx^tcd 
elsewhere (Wilson and Elinson, 1981) suggest that the rela- 
tionship M^een health practices and health stati^found 
in Alameda County holds up nationally wtttrlcross- 
sectronal data. Longitudinal analyses are planned for this 
study, mcluding mortality foUowup using the National 
Death Index developed by the National Center for Health 
.Statistics. / 
( Mortality has been shoyvn to be\ inversely related to 
^socioeconomic status in the United States (Kitagawa and 
Hauser, 1973). Possible explanations for this phenomenon 
include differential access to medical care, exposure to 
socioenvironmental hazards, and av^lability of adequate 
^nutrition among various s^groups in the population. 
Data presented here suggest that health practices among 
lower socioeconomic gri>ups may also contribute to their 
higher mortality risk. Education, as a proxy measure of 
socioeconomic statys, has been shown to be associated 
with health practices, and health practices have been 
shown to be associated with mortality. 

If the results from the Alameda ^tudy are found to app^ly 
to the Nation as a whole, the data presented here suggest 
that adults with less than a high school education would be 
an appropriate target group for national heal^ promotion 
efforts. Much w9rk remains to be done to clarify the 
nature of the relationship between personal health prac- 
tices' and consequences and to identify additional target 
groups. Evidence at hand point! toHhe importance of this 
line of research. Health promotion and disease prevention, ' 
attainable in part through changes in personal health 
.behavior, pq^vide excellent opportunities for advancing 
public health. 
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Changes in Use of ^reventiye 
Hiealth. Services * 

by Diade M. Makuc, Dr. P.H., ' 
National Center for "Health Statistics 

t 

t 



OSterview ^ , 

, ^eVentive measures have been successful in virtually 
eliminaling several life-threatening -tnd disabling con- 
ditions from the United Sutc^f^rimarily through 
immunizations and improvedf^ saotlitary conditions. 
Although immunizations agiuns£specific conditions con- 
tinuc to be important, the concept' of |)revcntion has 

.broadened to include the major h^th problems erf today, 

.such as heart disease and cancer. The economic costs of 
neglecting to pursue prevention s^ategies are high. These 

^tosts include larg^xpenditujres for medical care to* treat 

. preventable illness as^^eH ^^tamings lost because of ill- 
ness, disability, or premature death (National Center for 

. Health Sta^tistics^ 1980a).; 

The Federal ^vemment has shd'wn increased interest in 
promoting ^preventive measures to re<^e the impact of 
disease. Healthy Peopkp a" report ^^jj^tbhcd by the Office 
of the Assistam;Secr«try for Healflivand the Surgeon 
Ckncral (1979),''ievie»^BS|hods of* preventing the most 
common diseases^^ripea^age groups and identifies 15 
priority areas,.,,m^ding tn| following five preventive 
health services: family planning, pregnancy and infant 
care, immunizations. We. for sexually transmitted 
^ diseases, andiiigfa blood pressure control. A second report 

, listli prevention gojds for 1990 that are specific and quan- 
' tifiable objectives f6r; e»ch of the 15 priority areas (Crffice 
I* of the Assi^ant ScCTCtary for Health and the burgeon 
General, 198f>). These recent reports build on du-lier at- 
tem]^ to identify specific preventive measures appropriate 
for population subgroups. Instead of reccmunending an 
annual physical examination for everyone, specific profes- 
sional services have been recommended for different age 
^^roupMBresldw and Somers, 1977). 

fM^^*^ examines changes in the use of sp^ciCic 
^ preventive j^gyices betw<fen 1971 and 1979 and me^ur^X 
the .extent to^hicb diftef^r;iegments of the population | 
have incrcated their use o%prcventive services. Specific / 
healfo services chosen for analysii are Pap tests, breast ex- 
aminations, and blood pressure tests. These procedures are 
generally accepted as being effective in early diagnosis of 

, conditions for which treatment at an early stage can be 
benefidal. < 

^ the di^.^me from two surveys of the National Center 
for Aeahh Statistics: the National Health Interview Survey 



(NHIS) and the National Survey of Personal Health Prac- 
tices and Consequences (NSPHPC). NHIS is a continuing 
annual sample survey that includes about 111*000 persons 
in 41,000 households. NSPHPC is a telephone survey of 
3,025 adults 20-64 years of age (National Centc^r Health 
Statistks, 1981). The 1973^ NHIS contained a series of 
questions on the use of medical services associated with 
preventive care (National Center for Health Sutistics, 
1977). These included the time since a woman's lajt Pap 
test and breast examination. The 1974 NHIS collected data 
related to h^rtension, including the interval since last 
blood pressure test, from a one-third sub^ppte of persons 
17 years of age and over (National Center for Health 
Statistics, 1978). Comparable data are available for 1979 
from NSPHPC. Possible responses to questions regarding 
the length of time since receiving the last medical service 
differed from survey to survey. The most comparable in- 
formation available is whether or not an examination or 
test occurred within the past year; therefore, these data 
were chosen for analysis. • 

.Groupings chosen by age (20-44 years and 45-64 years) 
and income Gow and high) are broad because of the 
relatively small sample size in the 1979 NSPHPC. The low* 
income grbup is defined as members of families within the 
loM^est 20 p^cent of family incomes (S6,O0O for l?73-74 
and S10,000 for 1979). Ano^er possibMlNssification is 
the official poverty level, which comb^ne^Rmily size ^d 
income. This was not used because the official poverty 
definition could not be applied to the 1979 survey. The 
low-income category used in this analysis includes persons 
who would not be considered poor by the official defini- 
tion. Thus, differences reported here in use of services 
according to income tend to be smaller than if the official 
poverty definition was lised. 

Survey findings 



'Screcniiig for Cervical Cascef 

t <^ 

Although mortality from cefvical cancer has been 
declining, this disease caused the deaths of 5,099 American 
women in W^8. Large racial differences in mortality rates 
persist—cervical cancer mortality for black women is 
about three times higher than that for white women. 
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Screening with a P^p test identifies women at high risk 
of developing cervical cancer, and prescribing therapy for 
those with positive tests reduces mortality from cervical 
cancer (Guzkk, 1978). Some controversy exists regarding 
the most appropriate frequency of Pap tests for lOw-risk 
women. However, the medical consensus is that almost all 
deaths from cervical cancer are preventable if the disease is 
detected ^early, and the Pap test is an effective method of 
early detection (National Institutes of health, 1980), 
The American Cancer Society, which previously had 
recommended an annual Pap test," recently changed its 
recommendation to a test at least every 3 years after two 
jiegative annual Pap tests. A cons;ensus panel conducted at 
the National Institutes t>f Health reached a compromise on 
this issue and recommended rescreening "ar regular inter- 
vals of 1 to 3 years" (National Iifititutes of Health, 1980). 
The percent of women with a Pap test during the previous 
year increased between 1973 and 1979 (Uble A). The in- 
creases vary according to race and age, but not income. 
The percent with a recentPap test increased more for black 
women than for white women, and more for middle-aged 
women (45-64 years of age) than for younger women 
(20-44 years of age). Changes between 1973 and 1979 range 
from an averagr^ of 2 percentage points for young white 
women to ll^'peTcaiiBige 'points for middle-aged black 



'The tenn "tverage"' in this section refers to a weighted average that can- 
not be directly computed from the tables. The weighted^averages are 
based on a sutistical technique that ukes into account the variances of 
the percentages. 



women. As a result of these, changes, in 1979, the percent 
of black women receiving a Pap test within the past year 
exceeded that for white women by about 12 percentage 
points. j ^ . 

The percent4>f women 43-64 years of age with a Pap test 
increased an average of 9 percentage points more than that 
of women 20-44 years of age. Despite this increase, middle- 
-aged women were still less likely in 1979 to be screened for 
^ervical cancer than younger women. 

The income differential has not changed much over 
"time. In both 1973 and^l979, low-income women 20-i4 
years of age were an average of 7 percentage points less 
likely than their high-income counterparts to have had a 
Pap test. The income differential for middle-aged women 
averaged 15 percentage poiijts in b^th 1973 and 1979. 

Screening for Breast Cancer 

Breast cancer is the leading cause of cancer deaths 
/ among women and, unlike cervical cancer, has hot been 
declining over the past decade. Death rates for breast 
cancer are about the same for white and black wdmen. In 
the past, how^r, the disease has been more likely to be 
diagnosed at .an earlier stage ampng White women than 
among blafk women. For 1970-73, 48 percent of breast 
cancer cases among white women were classified as local- 
ized, cc^mpared with 33 percent of cases among black 
women. The proportion of black patients diagnosed with 
advanced disease was almost twice that for white patients 



Tabto A. Wonm with a Pap taat during tha past yaar, according to raca, aga, and family Incoma: Unltad Statas, 1973 and 1979 



Age and family income 



Totar 



1973 



1979 



Race 



White 



1973 



1979 



Black 



t973 



1979 



59.6 

55.4 
62.5 



64.3 

64.8 
65.5 



51.0 

42.9 

56.0 




'20-64 years 

All i.ncomes^ 54.2 

'Low income '44.4 

High income*, 57.2 

20-44 years 

All Incomes. t 62.5 

Low Income.' ' 56.7 

High income .^ 64^ 

45-64 years 

All incomes 40.9 

Low iocome : ^ 29J 

Kfigh Inaome 44.8 

'""^ 

^includes sll other rscet not shown teperatety 
includes persons for whom Inooms was ftot rsported. 

NOTE: Definitions of low snd high income groupings srs besad < 

YMf 

1973 

^ 1979 

SOURCES. Nstiorwl Centtr for Hsslth Ststlstfbs. DsU from ths 1973 NstlonsI HesJth Intsrview Su?vty and from the 1979 Nstionsi Survey of Personal HsftU>^ 
l^rscticee m>6 Cortsequences. 
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62.8 

56.6 
64.3 



41.5 

29.7 
44.9 



63.3 

63.9 
64.7 



S^.O 

3A3.- 
56.0 



I on fftmily Income for each year as follows: 

Low income High income 

Less than I e^ I 6^ or mors 
I than $10^ $10,000 or mors 



52.7 

47.1 
58.5 



61.4 

57.5 
65.2 



36.5 

30.1 
41.7 



70.6 

66.9 
71.5 



74.8 

69.3 
75.4 



60.6 

62.1 
•^9.5 



(National Cancer Institute, 1976). Breast examination by a 
physician is an effective screening method that reduces the 
risk of ddSh from breast cancer through early diagnosis 
(Orecnwald and Nasca, 1978). 

Changes in the proportion of w>men with a breast ex- 
amination during the past year follow a pattern sinulAr to 
that observed for Pap tests (table B): This is expected 
because both procedures are likely to occur at a routine 
gynecological' examination. A greater proportion of 
women received breast examinations in 1979 than in 1973. 
The percent with a breast examination within the past year 
increased more for black women than white women and 
more for middle-aged (45-64 years of age) than younger 
women (20-44 years of age). ThS*increases range from an 
average of 3 percentage points for young whit^ women to 
24 percenuge points for middle -aged black women. As a 
result of these changes, in 1979, the percent of black 
women with a rtcenfexamination was about 10 percentage 
points greater than that for white women. This could 
reduce the black-white diffcrentiJ^l in legalized breast 
cancer noted for 1970-73. As was the case with Pap tests, 
the income differential did not decrease between 1973 and 
1979; thus, low-income women were still less likely to 
receive breast examinations than high-income women. 

Screeatag for HypertensioB ' 

Hypertensicrti or high blood pressure is a major risk fac- 
tor for heart disease and stroke and affects about 1 out of 5 
adult Americans. The prevalence of hyp^nsion varies 



/according to race, age, and income. Black people, older 
people, and people with low income are all more likely to 
develop hypcrtensioh than others (National Center for 
Health Statistics, 1978). Death rates for cardiovascular 
disease are about two times higher for black women than 
white women and are approximately 30 percent higher for 
black men than white men ^ The race differentials vary ac- 
cording to age, with greater variation occurring at younger 
ages than at older ages, Cardiovascular death rates also 
vary according to sex. The male to femak rajio is about 2 
among white people and about 1.6 among black people 
(National Center for Health Statistics, 1980b). 

Clinical triak have shown tiiat medical treatment to co^ 
trol elevated blood pressure can reduce mortal^ f« 
individuals with both mild scvqe hyper^ion 
(Ffy^ftension betect^on a^d Followup Program 
Cooperative Group, 1979), Furthermore, favorable 
changes have occurred in treatment, awareness, and 
control of hypertension for people 35-74 years of age 
(National Center for Health Statistics, 1980b). A'xentral 
component of better awareness and control i|^ periodic 
blood pressure testing. 

The proportion of persons screened for hypertension in- 
creased substantially between 1974 and 1979 (table C), 
although the magnitude of the changes over time varied ac* 
cording to age, sex, race, and income. Among men 20-44 
years of age, both races and income groups increased their 
bloc^ pressure tests by an average of 1 3 percentage points. 

Among women 20-44Vears of age, the increase in blood 
pressure tests varied according to race and income. Blood 



^ TaMaB. Wo«nan wHh « bf-at •xamlnatton duHng the paat yaar, according to met, ay, > nd f«mlhf Income: UnHtd Statt, 1973 and 1079 

« 1 = r 

* * Raca 



Age and family incoma 



Total ^ 



White 



All 



^ 20-64 years 
Incomes^ 



Low Income. . 
High income. 



20j44 years 



Ail incomes. 

Low income 

HIgti income 



46-64 years 



/^H incomes. 

Low income — 
High income. . 



^Includes sti other races not shown tepersttly. 
includes persons for ¥irhom Income wss not repoffsd. 

NOTE: Definitiorts oU\cm snd high in^Dme grouplngi sre 

Vesf 

1973 
1979 



on fsmMy HKOfTW for ssch yssr ss follows 
Low income High incom§ 



LsssihsnS 8.000 
Less thwi SIO^ 



S e^ or mors 
Si 0,000 or mors 



Black 



1973 


1979 


1973 


1979 


1973 






\ Percent of women 


r 


55.6 


62^ 


557 


61.8 


54.3 


45.5 
58.7 


57.5 
66.4 


44.8 

4 58.6 


53.5 
66 0 


'47.9 
60.6 


62.5 


' 65.4 


62.8 


64.4 


61.8 


56.1 
64.4 ' 


62.6 
67.9 


56.0 , 
64.3 


587 
67.5 


56.9 
66.3 


44.5 


58.2 


45.0 


57.2 


39.6 


32.9 • 
48.5 


50.9 
63.3 


32.8 
487 


47.6 
63.2 


33.4 
46.5 



,1979 



71.4 

69.0 
70.9 



73^ 

71.1 
71.9 



67.0 

65.0 
•67.6 



SOURCES. Netlonsi Cemer fof Heelth StatisUcs: DsU from the 1973 NstloosI Hsslth Intsrview Survsy sod from the 1979 Nstlonsi Survsy of 
Practices snd Conssqusnces 
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Tabto C Hnmrn wM| • Mood prMurt tMt during ffm pt9t yMr, ao co wltn g to no^ aqo, mx, and fimHy Incom: UnHtd StalM, 

f974 and 1879 



Ag«, stti, and family income 



Race 

White 



Black 



/ 


1974 


1979^ . 


1974 


1979 


1974 


1979 


20-64 YEARS 




^ / 
1 


* 








Male 






Percant of population 








61^ 


75^ 


61.5 


74.9 


66.1 


79.3 




58J 


69.3 




67.6 


61.2 


82.7 




tZ5 


76^ 


9Z2 


76.6 


68.1 


78.3 


Fenwle 


















83.5 


75.0 


82.0 


80.1 


96.1 


Low incofne 


f 74^ 


86.4 


74^ 


83.5 


^77.2 


96.0 


High inooma 


76.0 


83^ 


75.5 * 


83.1 


-82.8 


95.3 



.20-44 YEARS 



All incomaa^ 



72.8 



58.9 



All Incomes^ 



Low Income. . 
High income. 



Female 



All ^co m ae ^ . 

Low income 

High income — 



65.7 

62.7 
67.0 

/ 

74J 

76.6 
74.6^ 



80.0 

81.6 
80.1 



85.5 

84.5 
87.5 



65.6 

62.7 
66.7 



74.6 

76.4 
74.3 



79.6 

8r.2 
79.5 



84.3 

81.3 
87.4 



1974 
1979 



LM than %^0J0O0 



% or mors 
%^0JX3O or mor« 



66.1 



66.2 

63.4 
68.4 



76.4 

77.9 
79.9 



75.8 



Low income 


. . 56.5 


64.0 


55.8 


6Z4 


59.5 


•74.3 


income. 


59.8 


74.2 * 


59;) 


74.1 


68.0 


•78.6 


Female 
















75.9 




75.2 


. 80.7 


B0.9 


95.2 




73.5 


88.0 


72.4 


85.5 


76.8 


95.6 






81.8 


76.1 


81.0 


83.9 


93.7, 


45-64 YEARS 















87.0 

'100.0 
•77.8 



96.1 

96.6 
$100.0 



^Ifictudet lif otfw rsoM not tliown Mpantely 

^ncludei pereont for whom Incofnc was not ripoftsd ^> 

NOTE: Oeftnmont of low and hi^ lncom« grouplnof art bned on family incoma for aach yaar aa foltowt 

Low incomm , High income 



SOi^lC€S: National Centar for Haamt Statiatica. Data from tha 1974 National Haafth mtarviaw Survay and from t^a 1979 Natk>naJ Survay of Paraonal Haalth 
Pfacticaa ind CooaaQuancae 



pressure tests increased more among black women than 
white women in this age group and more among Iqw- 
income women than high -income women. The increase 
Taaf^ from about S percentage points for high-income 
white women to 18 percentage points for low -income black 
women. This trend toward greater increases among higher 
risk subgroups is encouraging. 

The largest changes in blood pressiu-e screening occurred 
among men 45-64 years of age. The percent tested increased, 
an average of 26 percentage points among low-income 
men, compared with an average increase of 13 percentage 
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points among high-income men. As a result, the low in- 
come were less likely than the high income to be screened 
in 1974, but low-income men were slightly more likely to 
be screened in 1979. However, there are no signiHcant 
racial differences in the proportion of middle-aged men 
tested for hypertension either in 1974 dr 1979. 

Fmally, blood pressure testing has increased more 
among black women 45-64 years of age than^ii^ng white 
women in this age group. In contrast to the younger 
women, the increase has been greater among high-income 
thaA low-income women. Ificreases in^lood pressure 



A 



testing amont middle-ased women range from aboet 7 
percentage poinu for tow-income white women to about 
22 percentage points for high-income black women. 



Condosion 

» > * 

The percent of persons receiving each of the three 
preventive services within the past year increased from 
1973 trfS|979. The degree of change differs by economic 
and demographic variables. In 1973, the high-income 
group was more likely than the low-income group to 
receive prevaitive care; and, inn974, women were more 
likely than men to be screened for high blood pressure. In 
1979, although t,he size of differences between groups 
decreased, the likelihood of receiving preventive care con- 
tinued to vary according to income and sex. 

The increases in the use of preventive services are en- 
couraging, especially in instances where high-risk 
subgroups show improvements to a greater extent than 
others. For example, black women showed increases in 
Pap tests and breast examinations to a greater degree than 
white women. Similarly, blood pressure tests increased 
more among black womenihan white women. Screening 
for hypertension increased more for low-income than high- 
income persons among women ^2044 y^s of age and men 
45-64 years of age. The percent of women receiving 
preventive care increas«i more for middle-aged women 
than for younger women. However, middle-aged women 
were still less likely to receive preventive services. This may 
result from the fact that all three preventive services are 
usually performed during routine visits for family planning 
and obstetric care, which are more likely to occur among 
women 20-4 years of age. 

A number of events occurred during the 1970's that 
could have contributed to the changes noted. Mounting 
recognition of the importance of disease prevention has 
resuhed in health education efforts to encourage the use of 
preventive services. This is particularly true for breast 



services include the three preventive measures discussed: 
Pap tests, breast examinations, and blood pressure tests. 
The greater increase in hypertension screening among poor 
women of childbearing age than among poor middle-aged 
women could result from the inclusion of blood pressure 
tests with family planning services. 

Despite the improvements in prevention that occurred 
during the 1970's, it is clear that the poor sti|l use preven- 
tive services less often than the nonpoor (Davis, Gold, and 
Makuc, 1981). In addition to the 1979 NSPHPC data 
presented in this article, other recent data also indicated 
that the poor are at a disadvantage in using preventive 
medicine. A 1976 national survl|^onducted by the Center 
for Health Administration Studies and National Opinion 
Research Cenibr found that women in high-income 
families were 40 percent more likely to have Pap tests and 
breast examinations 4han women in low-income families 
(Aday, Anderson, and Fleming, 1980). It should also be 
noted that the income differentials shown herein are 
smaller than would have been observed if the 6fricial 
poverty definition had been used. This point is illustrated 
by an analysis of the 1973 NHIS.^ which used the official ' 
poverty line and found much larger differences by income 
in use of Pap tests than shown in table A (Kleinman and 
Kopstein, 1981). 

This analysis of changes in preventive care hks been 
limited to adults 20-64 years of age. However, children 
also do not use preventive services at an equal rate. Data 
from the 1979 U.S. Immunization Survey conducted by the 
Center for Disease Control indicate that racial minorities 
are less likely to be immitnized against childhood disease 
than the white majority, and children from poverty areas 
in central cities are less likely to be immunized than subur- 
ban children (detailed table 25). A study of the use of 
preventive care by preschool children in five low-income 
urban areas found that having a regular source of care was 
an important access factor in the use of preventive care 
(Wan and Gray, 1978). Regular users of neighborhood 
health centers and public health clinics were as likely to be 
immunized and to have a physical checkup as those who 
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grams miuaied during 

Blood Pressure Education Program (NHBPEP) began in 
1971 and includes Federal agencies, more than 150 na- 
tional organizations, and State heahh -departments. The 
objectyres of NHBPEP are to increase public mA profes- 
sional awareness of hypertension and to promote adequate 
treatment (Ward and Johnson, 1976). The Community 
Hypertension Evahu^n Clinic Program, another major 
effort to control hypertension, screened more than one 
millioi; people during 1973-75 (Stamler et al., 1976). 
Government programs have played a role in making it 
C^possibk for the poor and medically underserved to receive 
preventive care. Medicaid provides medic^ assistance to 
welfare recipients and the medically needy. Community 
Health Centers provide primary care to medically 
underserved areas. Federally subsidized family planning 
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Some of the largest changes occurred for high-risk 
subgroups. Especially notable is the increase in blood 
pressure testing among low -income, middle-aged men. 
However, despite these encouraging trends, low-income 
people are still less likely to use preventive services than 
those with higher income. 
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Long-Term Care for the 
Oderly in Five States 

\pf Jennifq;H. Maidans, Ph.IX^ 
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Introdactii 



The age groiip 65 years and over has been growing^^ter 
than any other in America. In addition, the great|^ rat^ of 
increase has been among the population SSj^s of age 
and over^ These trends are likely to continue for lyany 
decades affecting all aspiiects of American society. The ef- 
fecu on the health care System will be particularly striking. 

Expendituretlfor health care made by t^e ekierly 
already disproportionate Jto their number. In 197$, the 
4. population 65 years of a ge and over made up 1 1 percent of 
the total population but spennfipercent of all health care 
dollars (Health Care Financing Administration, 1980a). As 
mortality resulting from debilitating chromic conditions 
declines, the number of ''frail*' ekierly will increase, plac- 
ing special demands on the health care systepi. Moreover, 
one particular sector of the health care system— long-term 
care— will be most affected by the **aging" fjf the popula- 
tion because it provides services primarily to the elderly. In^ 
1978, S15.8 billion was spent on nursing home care, just 
, one component of long-term care. This constituted 9.4 per- 
cent of all personal health care expenditures and 25.6 
po'cent of expenditures among people 65 years of age and 
over (Health Care Financing Administration, 1980a). 

A large proportion of the health care costs of the elderly 
are borne by ptiblic programs. In 1978, Medicare paid for 
44 percent of the personal health expenditures of t^ose 65 
years of age and over. These expoiditures were primarily 
for hospital care and physician services (Health Care 
Fmancing Administration, 1980a). In 1977, Medicare paid 
for only 2 percent of the average monthly charges 
asiociated with nursing«home care, whereas Medicaid paid 
for 48 percent of these charges (detailed table 72). By all 
projections, the total cost of long-term care will increase. 
It is important to undexstand how the ever-growing 
number of older Ameridtos will affect the health care 
system in general and tqe long-term care system in 
particular. 

Viewed in a broad context, the long-term care system is 
responsible for providing the wide range care, bdth 
medical and personal, that does not rjequire tiie intensity or 
level of care provided by ^ort-stay hospitals. Included in 
the pool of potential recipients of long-term care are those 
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individuals who suffer varying degrees of impairment U\ 
chronic conditions as well as those who are recupera 
from acute illness. Some of these patients require intensil 
medical and nursing care, while others require only 
minimal assistance and sup^^ision. The settings in which 
care is provided are equally diverse, ranging from medical- 
ly oriented facilities to home health care. 

Determining that an elderly person must be institu- 
tionalized depends not only on medical need but also on 
whether care can be provided by family and friends or by 
comm'unity^based programs. The availability of care at 
various leveb of need is affected by State and Federal 
legislation and regulations as well as market forces. Many 
solutions to the problem of providing long-term care are 
possible given the diversity in level of need, the variety of 
settings in which xare can be provided, and the changing 
social, economic, and political conditions. Some of this 
variation is apparent in long-term care practices that have 
evolved in State systems. 

Nursing home care represents an important component 
of the long-term car^ system. Any variation in the utiliza- 
tion of nursing homes for the care of the elderly might 
suggest other ways in which Sute long-term care systems 
differ. In I9T7,'the National Center for Health Statistics 
(NCHS) conducted a nationwide sample survey of nursing 
homes. The sample was drawn so that State estimates 
could be obtained for five Sutes. Although these Ave 
States were not selected because they are representative of, 
the range of variation in long-term care practices, dif- 
ferences among these States can be used t^ analyze 
geographic variation in nursing h6me utilization. This type 
of analysis can be valuable because it highlights areas with 
unusual characteristics. Such variations may point to fac- 
tors that can be manipulated to reduce costs or increase 
quality. By comparing the situation in different States, 
hypotheses concerning tbt utilization process can be 
formed. 

An additional advantage of this analytic approach is the 
ability to incorporate several different types of data 
sources. Individual studies of health statistics and health 
care practices are usually limited by design to either the in- 
stitutionalized or noninstitutionalized population, and the 
analyses based on these studies are thereby limited in the 
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kinds of questions that can be addressed. This analysis is 
basemen data on the institutionalized as well as nonins^tu* 
tionalized elderly. 

While the analysis of geographical variation is a poten- 
tially valuable tool, it must be used with caution: Causes of 
v^^tion across geographic units atre often difficult to 
dnermine, especially when many factors may be involved. 
Moreover, different types and levels of^easurement error 
are associated with the different sources of data, and it is 
sometimes impossible to determine whether the patterns 
observed are meaningful or result from undetected bias in 
the data. Despite .the inherent limitations, the study of 
health care for^tbe elderly is of sufficient importance tb 
warrant thaf^ available sources of data and forms of 
analysis be utilized to their fullest, even if many of the rela- 
tionships proposed by these analyses are not verified by 
future, more detailed analyses. 

Several sources and types of daU are used in this article. 
Data on nursing home utilization and characteristics of the 
institutionalized population are from the NCHS 1977 Na- 
tional Nursing Home Survey mentioned previously. Data 
on other forms of long-term care are referenced when 
applicable. These utilization data are augmented by infor- 
mation on State and Fedehd regulations concerning pay- 
ment for these services. Finally, data from the National 
Health Interview Survey, conducted by NCHS, and data 
from the Survey of I^me and Education and the Current 
Population Survey, rondticted )>y thclJ.S. Bureau of the 
Census, 'describe the characteristics of the noninstitu- 
tionaUzed population 65 years of age and over. Analyzing 
these various aspects within a single framework broadens 
understanding of the processes underlying long-term care 
for the elderly. By comparing these processes across 
geographic units, differences in these processes are 
highlighted. 

Variation in Nursing Home' 
' Utilization 

i0 The five States for which* estimates are available from 
the 1977 National Nursing Home Survey are Massachu- 

^ setts. New York, Illinois, Texas, and California. The 
survey collected descriptive data on the nursing home 
facilities, staffs, and costs. At the same time, data were 
collected on iamples of residents at each sampled facihty 
and on samples of persons discharged^ from those facilities 
' during 1976. Reports based on data from the entire survey 
and from the five States have been published elsewhere 
(National Center for Health Statistics, 1979 and 1980b). 

As noted above, there is (he potential for a great deal of 
variation in the characteristics of nursing home patients. 
Keeler, Kane, and Solomon (1981) fdentify two distinct 

^ gipups of patients— those convalescing from acute ill- 
nesses who stay in the institution for only a short time, and 
those no longer able to live independently because of men- 
tal or physical problems who 4ave long lengths of stay. 
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These two groups were found to have very different 
characteristics. Variation in the mix of patients served by 
the different State systems is an important aspect of varia- 
tion in nursing home utilization. At any given point in 
time, the resident population of nursing homes is com- 
posed primarily of patients with long lengths of stay; 
analyses of samples drawn from Ihe resident population 
will reflect the characteristics of this .group. However, 
analyses based on a sample of discharges will give a more 
representative picture of the range of patients served by the 
institution. This article focuses on data ftom the discharge 
sample for those 65 years of age and over. 

Data presented in tables A and B indicate Aiat States 
vary considerably in nursing homp organization and 
utilization. The nature of the nursing home sys|^m in some 
States can be characterized by these data;yDut in other 
States, no clear pattern is discernible. 

One of the clearest patterns occurs in California. Nurs- 
ing home care in California is characterized by a high rate 
of turnover and short lengths of stay. A large proportion 
^of beds are certified by Medicare and Medicaid for skilled 
nursing care only (table A). That is, the facilities in which 
these beds arc located have met the criteria for a skilled 
nursing faccility set up by Medicare and Medicaid and are 
therefore eligible for reimbursement under these pro- 
grams. Both Medicare and Medicaid reimburse for skilled 
nursing care, whereas reimbursement for intermediate care 
is an option only under Medicaid. However, California 
also has the highest proportion of beds not certified for 
either skilled nursing or intermediate care (table A). A 
somewhat smaller^ proportion of discharged residents are 
admitted with a primary diagnosis of senihty or mental 
disorder in California, and the proportion of those alive at 
the time of discharge who >Here discharged to a private or 
semiprivate residence is largest in that State (table B). 

The situation in Massachusetts is quite different from 
that in California. The utilization rate is high in Massachu- 
setts, and only a small proportion of beds are certified for 
skilled nursing care only whereas a large proportion are 
certified for intermediate care only (table A). The median 
length of stay is long, and the proportion of discharges 
with, very long stays (at least 1 year) is particularly high 
(table B). The proportion of discharged residents with a 
primary diagnosis of mental disorder or senihty at admis- 
sion is higher in Massachusetts than in the other States, 
and the proportion who are bedfast is lower. 

New York is similar to Massachusetts in several respects. 
Lengths of stay are relatively long, the proportion of 
residents with a primary diagnosis of mental disorder or 
senility at admission is high, and the prop'c^on of 
discharged residents who are bedfast is low (table B). In 
addition, New York has the smallest proportion of 
discharged residents who were discharged to a private or 
semiprivate residence. New York differs from Massachu- 
setts in that' New York has low availability of nursing home 
beds and fewer residents per 1 ,OOa^o0ulation 65 years of 
age and over. Although a large proportion of all beds are 
certified for skilled cafe (table A), only a small proportion 
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TabtoA. Nurtlng hoiiw iitlttzatlon by pwkont 66 y» 


araof aoeando 


ver, according to 


selected meaeuree: Selected States, 1976 and 1977 








State 








California 


' Illinois 


Massac iiusetts 


New Yori< ' 


Texas 






Number per 1,000 population 65 years and.over 






50.4 
60:3 
65^ 


67.0 
39.1 
76.4 


69.1 
44.7 
74.7 


42.6 

31.1 
50^ 


63.4 
44.1 
85.6 


Certification status; « 




J 


Percent of beds 






Skllisd nursing and intermediate care^ 


54.0 
27.7 
1.3 
IM 


14.1 
43.7 
30.9 
11.2 


6.6 
36.3 
48.2 

9.0 


41.1 
40.4 
7.8 
10.7 


8.4 
18.7 
68.4 

4.6 



^Dsta from the 197S f4«tional Master Facttlty Inventoryiadjueted to the age distribution found in each State in the 1977 National Nursing Home Survey. ^ 
^Oau for 1978 
^D«U for 1977. 

SOURCES: Diviaion of Health Care Statistica, National Center for Health Statistics: Data from the 1976 National Master Facility Inventory and the 1977 
National Nursing Home Sun^. 



Table B. Nursing home dischargee, accordlng-to selected characteristics: Selected States, 1976 



Characteristic 



State 



California 



IHinoi^k 



Massachusetts New Yorl^ 



Age < Percent of discharges 

64-74 years 21.4 19.9 17.3 ~ .15.7 

75-84 years 44.4 43.4 45.7 46.5 

85 years and over 34.2 36.8 37.0 37.7 

Other^ 

Mental disorder or senility^ 11.5 ^2.9 15.2 14.2 

Bedfast 17.2 19.2 9.8 11.3 

Continence difficulties • 46.9 56 3 30.6 34.6 

Intensive care prior to discharge 55.5 53.1 54.2 42.8 

Discharged to private or semiprivate 

residence^ 45.0 29.0 31.2 ' 20.1 

length of stay longer than 1 ye». 14.9 18.8 29.2 26.9 

Number of days 

Median length of stay 40 63 ' ' 

^Age adjusted by the direct niethod to the 1970 population, using a'kge groups, 
^mery dlagnoels at admiaslon. 

^Percent of live discharges. , 
NOTE: Cases with extreme welgms have been deleted from M analysis. 

SOURCE: Dhdalon of Health Care Statistics, National Center for Health Statistics: DaU from the National Nursing Honr>e Survey < 



Texas 



24.6 
42.4 
33.a 



10.0 
23.7 
49.6 
63.6 

31.8 
23.6 
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of discharged residents receive intensive nursing care prior 
to discharge (U^le B). 

Although some dimensions of nursing home utilization 
and care differ between New York and Massachusetts; the 
systems in both States arc very different from the one in 
California. California nursing homes provide care to pa- 
tients requiring long lengths of stay, but it appe*s that a 
larger pr<H>ortion of the nursing home populkioi^ in 
California receives short-term convalescent care than is the 
case in New York and Massachusetts. In these States, a 
larger proportion of the nursing home population seems to 
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require long-term care resulting from an inability to live 
ein4ependently. 

The patterns in Texas and Illinois arc not as^ clear. 
Availability and utilization are high in Texas, and most 
beds arc certified for intermediate care only (table A). 
Althoiigh discharged residents are younger in Texas than 
in othcrSUtcs (a larger proportion arc 65-74 years of age), 
lengths of stay are long and the proportion who arc bedfast 
is large (Uble B). Illinois is about average on most 
characteristics except that a large proportion of discharged 
residents are bedfast. 
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Alteraatiye Forms of Long-Term Care 

Nursing home facilities arc not the only option for pro- 
viding long-term Sire, Chronic disease hospitals, mental 
institutions, and even short-term hospitak on the one hand 
and home health care and community-based day care on 
the other hand can be used to provide long-term care. The 
characteristics of a State's nursing home system should be 
evaluated in conjunction with the utilization of these other 
facilities. In fact, if States vary in the extent to which nurs- 
ing home care is utilized and in the type of patient served, 
they may also vary in the use of alternative forms of long- 
term tare. 

Utilization of State and county ment^ hospitals is 
higher in New York than ekewhere. At the end of the 1977 
reporting year, the inpatient utilization rate for these in- 
stitutions by people 65 years of age,and over was 6.4 per 
1,000 population 65 years of age aifd over, compared with 
a rate of 0.2 for California and 1.9 for the Nation as a 
whole (National Institute of Mental Health, 1980). 
Perhaps some of the elderly in State and county mental 
hospitals in New York would be found in nursing homes in 
other States. Thus, while New York's nursing home 
utilization rate may be low, the addition of those in State 
and county m^iital hospitals brings the total rate of institu- 
tionalization for the elderly nearer to the national average. 

In some ca$es, care in sliort-stay ho^)itals is substituted 
for nursing home use./ This see^is ito be the case in 
Massachusetts and New York. Medicare data from 1977 
indicate that the average length of stay in short-stay 
hospitals' was 14.5 days in New York and 12.5 days in 
Massachusetts, compared with 9.0 days in California 
(Health Care Financing Administration, 1980b). This 
variation in length of stay is apparent for particular 
diagnoses as well as for utihzation in general. In 1976, the 
average length of stay for cerebral thrombosis in short-stay 
hospitals was 12.0 days in the West Region, and 18.6 days 
in the Northeast Region (Health Care Financing Ad- 
ministration, 1981). These findings suggest that nursing 
homes are more likely to be used for short-term recuperation 
in California than in the other States, whereas short-stay 
hospitals ar# more likely to be used for this purpose in 
Massachusetts and New York. 

The utilization of chronic disease hospitals is also more 
prevalent in Massachusetts than ekewhere. No such 
hospitals exist in California or Texas, but they accounted 
for almost 7 beds per 1 ,000 population 65 years of age and 
over in Massachusetts in 1976 (National Center for Health 
Statistics, 1980a). The utilization of chronic disease 
hospitals and long lengths of stay in short-stay hospitals in-, 
dicate a higher utilization of institutionsilized long-term 
care in Massachusetts than is indicated by the use of nurs- 
ing homes alone. 

Information is more difficult to obtain for congregate 
living faculties, adult day care, a^d home health care. 
These types of facilities are just beginning to be develcrped, 
and research is needed to determine the cost-effectiveness 
of these programs and their effects on the quality of life. 



Characteristics of the ^ ^ 
^oninstitutionaiized Elderly ^ 

Factors that influence how many and what types of peo- 
ple receive nursing home care also affecj^ which people 
remain in the community. The characteristics of the in- 
stitutionalized elderly, whether in nursing homes or other 
facilities, must be viewed in conjunction with those of the 
noninstitutionalized elderly population. The interrelation- 
ships between and among Medicaid reimbursement rules, 
the characteristic of long-term care facilities and their 
residents, and the health and social statuses of the 
noninstitutionalized population are complex. The poten- 
tial pool of nursing home residents is defined initially by 
the age, health, and social characteristics of the popula- 
tion. Reimbursement rules affect the characteristics of the 
nursing homes and of th< institutionalized population. 
This, in turn, affects the health and social characteristics 
of the noninstitutionalized. 

In this section, selected general health and social 
characteristics of the noninstitutionalized elderly popula- 
tion in each State are presented. Although the National 
Health Interview Survey is not designed to provide State 
estimates, a technique has been developed for this purpose. 
State estimates of disability fsom the data collected ii>the 
1974-76 surveys are available (National Center for Health 
Statistics, 1978). State estimates of selected economic and 
social characteristics are available from the Survey of In- 
come and Educatioji conducted in 1975 ^p.S, Bureau of 
the Census, 1979) and the March 1977 Current Population 
Survey (U.S. Bureau of the Census, 1978), Only'a very 
limited description of the social and health characteristics 
of the noninstitutionalized elderly can be derived from 
these data. Given their limited scope, the data presented 
•should be viewed as suggestive for future research rather 
than as definitive findings. 

As characteristics of nursing homes differ among the 
five States, so do the health and social characteristics of 
the noninstitutionalized populations. However, only in the 
case of California do the characteristics of the long-term 
care system and of the noninstitutionalized elderly seem to 
be related, California has ^the highest proportion of 
residents with at least 4 years of high school and one of the 
lowest proportions with income below the poverty le^el^ 
(table C), While the socioeconomic status of elderly 
residents is generally higher in California than in the other 
States, iht health status of the elderly in California appears 
to be somewhat poorer (table' D), In general, elderly 
Californians report a large number of bed-disabUity days 
^nd restricted^activity days and more hmitation of activity. 
The low level of nursing home utilization and the generally 
poorer health status of the noninstitutionalized TesicUnts 
suggest that alternatives to institutionalization are more 
hkely to be used in California than it) ^he other States. 
Research is needed to determine what alternative forms of 

'The poverty index as used in the Survey of Income and Education ad- 
justs incomc^y such factors as family size, sex of family head, number of 
children under 18 years of age, and farm or nonfarm residence. 

5'^ 



TabltC. S«toeM9odo#oonomledimet«Hstletofnoiih^ 

, , J ^ , ! 

State > <^ 

Charectetlstic i = " 

California J' Illinois Masaachusetts' New York Texas 

— ' i — ; 

^ * Percent of. persona / 

At laast 4 years of high school^ 48.7 31.6 44.1 35.7 38.8 

Uvlnfl aW 30.6 297 27.9 30.4 <32.2 

Income brtow poverty^ 7.6 10.2 5.9 9.1 22.5 

^ Median years of school ^ ^ 

Educational attainment^ 11.6 8.9 « 10.7 9.2 9.9 

• ^ • 

jDeta for 1977. ' ' ' ^ \- ^ 

jDets tor 1078. ^ \ , ^ 

X'^The poverty index m uaed In the Survey of lr>come and Edu<^l<:^ sdjuats Income by such factors as famriy size, sex of family head, number of children under 
IS years oi age, and farm or nonfarQueeidence. N 

SOURCES; (U.S. Buraeu of the Census. 1978 and 1879.) » , 



TaMe D. Salectod health chafacterietlcs o^poninstlttittonellzad persona 65 years of age and over Selected States, 1974-76 

State 



Characteristic 



California 



Illinois Massachusetts New York 



Texas 



Limitation of activity ^ 48 

BecMlsablllty days ? ' 14 

Restricted-activity days 47 

SOURCE' (National Center for Health SUtistics. 1978.) 



care, if any, arc used and to evaluate the consequences on 
the-quality of life. 

Unlike California, Texas has one of the lowest propor- 
tions of persons with at IcaSl 4 years of high school and the 
highest proportion of persons with incomes below the 
poverty level (table Q. However, Texas is similar to 
California in that health status appears to be poor (table 
D). It is not clear hpw these similarities and differences in 
the health and social characteristics between the noninsti- 
tutionalized elderly populations in Texas and California 
relate to the differences in their systems of long-term caf ^. 
In general, the social* economic, and health characteristics 
of residents of Illinois, Massachusetts, and New York' are 
similar. The noninstiti^tionalizcd residents of these States 
report somewhat better health than those of California and"^ 
Texas. - ' ^ 4 

A potential alternative to institutiooalization in Cl^or- 
nia may be a greater reliance on supportive living 
arrangements. While data on informal support systems 
and congregate living arrangements are scarce, soni^ data 
exist on the com^sition of the households in which the 
elderly live. Despite reporting more disability and limita- 
tion of activity, elderly residents of California are no less 
likely than those, in other Sutes to live alone. The higher ^ 
social and economic- status of the elderly in California may 
make it poMible ^or them to purchase the care necessary to 
avoid or postpone institutionalization and to maintain in- 



41 



12 
33 



Percent oU>dr8ons 
41 

Average number 

12 

31 



41 



13 
29 



48 



16 
43 



dependent households. It may also be the case that while 
the prevalence of disability maybe higher in California the 
severity may be less than it is^^among the poor in other 
States. 



Conclusion W 

This article has described State variation in Jong-tetro 
care utilization and in the charaAerlstics of the pwj: 
institutionalized elderly.. Among the most strikfng 
differences in use are those between California and 
Massachusetts .'The nursing home system in California is 
characterized by high turnover rates and short lengths of 
stay with discharge back into the community. These fac- 
tors coupled with short lengths of stay ^"^^rt-stay 
hospitals suggest that nursingfbome care is us^ as an ex- 
tension of short-stay hospital care for recuperation more in 
California than in other States. Indications are that limited 
care facilities are used more prevalently in California than 
elsewhere. California has the largest proportion of beds, 
not certified for either skilled lAirsing or intermediate car<u 
and it is likejy that .tJiOnumber of beds in domiciliary 
homes is underestimated. The noninstitutionalized popular 
tion in California, although no less likely to livfe alone, 
reportjnore limitations resulting from poor health. Incon- 
trast, utilization in Massachusetts is i^ch higher and 



lengths of st«y longer. Recuperation from physical. illness 
seems to take place in the short-term hojspital, and nursing 
home care is more likely to be ^sociated with disability 
related to stotility. «\ ^. ' 

Many faaors *h^|^ influenced the development ofJ)ie 
long-j^rm-carwystems in these five States, and those must 
be taken into account when evaluating the systems. On the 
most bask level, chfU'acteristics and^ needs of potential 
lonjfvterm care recipients vary by region. Migration pat- 
terns,^ particuflM^Q&e associated with Retirement, fan 
have an impdrtaMBbt on this variation. Migration not 

' only affects the AcaSh characteristics of the elderly in an 
ai;te, but it also affects the availability of tlft support 

. structure in terms of fami^ and friends on which an in- 
divid\ial Qgfi rely to delay or avoi4 in'^titutionalization. 

In addition, the appropriateness' of the' potential 
responses to tjie need- for long*term care c^ be affected by 
diverse factors such as climate, the spatial distribution of 
the population, or the architectural cliaracteristics of 
available housing. For a giVen level of disability, recipients 
of care may be well-servej! by a limited-care, community- 
based facility if the climate in the.^pra h generally 
;noderate, the^acihty is conveniently located, and housing 
that suits the physical limitations of the population is. 
available. Extremes fn temperatufe or low population den- 
sity may make this type of facility inapprit>t>riate in some 
areas. , ^ 

Variation in nursing home utilization is also affectednn a' 
direct way by the States' iivvolvcnicnuin the Medicaid pro- 
gram. Moce than 47 percent of all nursing home care was 
paid for by MMicaid in 1977 (detailed table 72). States 
determine eligibility for servicfe and rat^s for^reimbuijf- 
njent withi^i the constraints of ifit Medicaid guidelines. 
TJicse determinations ar,e important factors in the develop- 
ment orthenursii\^ home system. Reimbursement rules, in 
particular, provide incentives for the industry to develpp 
along certj^n dimension's. The relationships are quite com- 
plex, and the.resuUs are Often unintended by policymakers. 

To participate^in the Medicaid program. States tnust of- 
fer' skilled nursing facility^ services and home health 
services to individuals 21 years of age and pver.^ Institu- 
tional services in intermedial care facilities is an option 
for^^hich Federal fmancial pan^pation is .available. 
However, States may place limiuuiork on the extent and 
kind of^mces received. For ewnple, California, New 
York, awTexiis reqiiire sonie form of authorization or 

, some d^hnination of level of care!prior to admfssion to a 
skilled nursii}g and/or intermediate care facility: 

An individual's ehgibihty for Medicaid is'linked to two 
federally assisted welfare t>i'ograins— Aid to Families with 
Dependent Children and Supplemental Security Income 
(SSI). All people receiving cash assistance must be dovered 
by Medicaid- except for SSI recipieift$ whose coverage can 
be limited by mpre restricdd' State ehgibihty stai\dards in 
effect prior to the implementation of the SSI p^^am. 

'States can expand ehgibihty to cover recipi^nt/of State ^ 
supplements to SSI pr to cover the ''medically needy." 
Only Illinois jises a more restrictive criterion to determine 



SSI eUgibility, and only Texas does not extend ehgibihty to 
.the* medically needy. Both Illinois and Massachusetts ex- 
,tend ehgibihty to recipients of State supplements to SSI 
(Health Care Financing Administration, 1979). ^ 

The long-term care system will continue to be in a state 
of flux for some time. The shifts in the age structure alone 
will require constant readjustments in the system. In the 
future, more attention may be paid to providing a wide 
range of care and a level of care approprifate to each 
patient's needs. Because States vary in - long-term care 
structure does not necessarily lead to the judgment that 
one system is **better"'than another. State vai^tion in 
long-term care systems resulting from variation in needs 
and in' services appropriate tb agiven area will probably re- 
main. In fact, as States become more adept at producing a 
system that fits the p^cular needs of its residents. State 
variation might increase. This variation represents a 
valuable tool in the analysis of the determinants'^of institii- 
. tionalization and the relative merits ofjCftnative types of 
care. 9^ 
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Medical Care Use in 
Nonmetropolitan Areas 

. by Joel C. Kleinman, Ph.D., National Center for 
Health Statistics 

I 



Introduetion 

Jhe unique health problems of fural America^ were 
noted as early as in the First Report of the Commis- 

^sioner of Agriculture to President Abraham Lincoln 
(Roemer, 1976). Since that time, several programs at the 
Federal, State, and local levels have been designed to 
amelior^e these problems. Many early efforts focused on 
public health measures (e.g., county health de^partments 
and improved sanitation). Strategies to increase the^ supply 
(health manpower and facilities in rural areas date from 
the I920's (Roemcr, 4976). 

Although the health problems of the inner-city^' poor 
have attracted a great deal of attention in recent years, the 
special problems of rural areas continue to be a source of 
concern. Recent evidence indicates that physicians, both 
general practiUoners and specialists, are settling outside 
major cities to*a greater extent thap previously"(Schwartz 
et al., 1980). However^, large geograp^ differences in sup* 
ply of manpower currently exist and are likely to remain jn 
the future. These differences ate especially important in 
view of the recent population growth in nonmetropolitan 
areas and the beginning of a net migration tbward 
nonmetropolitan rather than metropolitan-areas (Tucker, 
1976; Johnson and Purdy, 1980). 

In this article, medical care utilization is Compared by race 
and locationj)f residence. Nonmetrop66tEui( a;;^ ,are.divided 

' into two calegories of nearly equal populations: counties with 
m leak one city of 10,000 or more population (semirural 
areas) and counties with no city of population 10,000 or more 
(rural areas). Both types, of nonmetropolitan areas (which 
comprise about 30 p^ttnt of the;total population) are com- 
pared with metropolis areas. Data from the National 
Health Interview Surveys (NHIS) of 1976-78 are used for the 
major part of this analysis. ^ 

Health Care Indicators 

Heahb Reswrcct 

Substantial variation exists in the availability of health 
resources among the three types of areas. In 1977 (the mid- 
point of the period covered by NHIS data)» the number of 
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patient care physicians per 100,000 Dopulatipn ranged 
from 170 in metropolitan areas to 99 in semirural areas to 
' 36 in rural areas. The variation in availability of board- 
certifled specialists was even greater (Schwartz et al., 
1980). Much less*^ariation existed in hospital 'beds per 
1 ,500 population— 5#0 in metropolitan and semirural areas 
and 4.1 in rural areas, according to 1976 data. 

The characteristics of physician practices ^o differ be- 
tween metropolitan and nonmetropolitan areas. Results 
from two different suiveys of physicians conducted in 1975 
shctw that physicians practicing in nonmetro^litan areas 
wpn^ed longer hours and saw considerably more patients 
per week than those in metropolitan areas (American 
Medical Association, 1977; Bureau of Health Manpower, 
1980). Other differences between metropolitan and 
nonmetropolitan physicians are complex with no clear-cft 
implications in terms of access to care (Bureau of Health 
Manpower, 1980). Another factor th&t needs to be con- 
sidered is the number of nonmetropolitan residents who 
use medical care providers and facilities' located in nearby 
metropolitan areas. 

Physklan VIsiU ^ 

The initial contact with the medical care system, either in 
response to illness or for preventive care, is an important 
indicator of access. Individuals who have i^ot consulted a 
physician in 2 years are more likely than others to have 
barriers to the receipt of needed care. Table A shows the 
proportion of persons with no physician ^sit in the 2 years 
pfeceding interview . ^ 

The most striking differences are found among children 
under 17 years of age. Black children are more likely than 
white children to have had no visits, and the proportion 
with no visits in 2 years increases sharply for both races 
with decreasing urbanization. In ru;al ^eas, 21 percent of 
black children and 14 percent of. white children had no 
visits, compared with only 10 percent and 9 percent, 
respectively, in metropolitan areas. 

The differepces in the other age groups are relatively 
small. However, |i tendency exists, especiaUy among white 
people, for the proportion with no visits to increase with 
decreasing urbaiii^tion. ' • 

The average annual number of physicia/i visits per per- 
son also differs nrarkedly between metropolitan and 
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itn^ past 2 yean 


\f acoofiiino to a 


ge, cace, and location of resldonoe; UnHed Statee, 1976-78 








^ye 






Race and location 
of residence . 


All^ 
ages. 


Under 
17 years 


17-44 
/f years 


45-64 
years 


65 years 
and over 


V: 

TotaP 






Pt^rc^nf of DODulatlon 






All areas 

. MetropoJItin 

Nog^ropolitan. 

Semirural^ 


1^9 

12.2 - . 
14.3 
13.6 ^ 
15.1 ' 


10.4, 

» 9.2 
12.8 
11.3 
14.7 


13,1 

12.7 
14.0 ' 
13.6 
14.6 


15.6 

14.9 

17.0 
16.7 
17.4 


13.5 

13.2 
14.0 
14.1 
• 13.9 


. White / 










Ail areas \ 

' Metropolitan \ 

' Semlrurai^ 


12.9 

1Z3 
* 14.1 

'13.6 


" 10.0 

8.9 
12.1 
10.9 


13.2 

12.8 
14.U 
13.6 
14.6 


15.8 
15.2 

I f.V 

16.6 
17.6 


13.5 ' 
13.1 

14. I 

14.0 
14.3 


Black 










12.4 


12.5 


11.5 ' 


13.5 


13.7 



Metropolitan . . . 

Nonmetropolltan 

Semirural^ 

Rural^ 



11.2: 
16.1 
15.3 
16.8 



10.4 
18.5 
14.9 

20.9 



10.8 
14.3 
14.0 
14.5 



12.5 
16.9 
18.9 
15.5 



14.2 
12.6 
15.9 
10.4 



^Includes all other racee not shown separately, 

^Nonmetropolitan counties with at least 1 city of 10,000 population or more 
^onrT>etropolitan counties with no city of 10,000 population or mors. 

SOURCE- National Centejfor Health Statistics- Data from the IWf^JZ isiattonai Health Interview Surveys 



nonme^opolitan areas (Uble B). Once again,^e largest 
differences in terms of both^race and residence are among 
children. Jn metropolitail areas, there were 3.3 annual 
visits per black child and 4.5 annual visits per white child, 
compared with 2.1 and 3. 9, respectively, in . non- 
metropolitan areas. No significant differences existed be- 
tween rural and $emirural are£^. 

Among those 17-44 years of age,^black people had an 
#erage' of 13 percent more visits per year than white peo- 
ple in each type of area. In addition, the number of visits 
decreased steadily with decreasing urbanization— residents 
'of semirural areas and residents of rural iu-eas had an 
average of 6 percent and 15 percent fewer visits, respectively, 
than r^idents of metropolitan areas. 

In ihe older age groups, no significant differences exist 
between the races in the number of visits. Adults 45-64 
years of age living in semirural areas and those living in 
rural areas had ai\ average of 8 percent and' 15 percent 
fewer visits, respectively, than those living in metropolitan 
areas. Among the elderly, residents of nomnetropolitan 
areas had an average of 15 percent fewer visits than 
residents of metropolitan areas, but no significant dif* 
ferences existed between residents of rural and semirural 
areas. 



'The term "avcrige" in th}$ s^on rcfen to a weighted avera^ that can- 
not be direcUy computed from the UlHei. The woghted averages are 
based on a Hatistical technique that ukes mto account the variances of 
the estimates in the ubies. 
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In addition to the differences in the total number of 
visits, the. type of physician seen differs by race and 
residence. Table C shows the proportibn of visits for which 
the physician was a genersil practitioner. In all ag^ groups 
except 17-44 years, visits made by black people were con- 
siderably more likely to be to a general practitioner. Fur- 
thermore, the dTFfercnces in physician supply among the 
three types of areas are reflected in sharp increases in the 
propoi:tion of visits to general practitioners as urbaniza- 
tion* decreases. 

HotpitkUx^tioo 

4 

The patterns for hospital utilization are very different 
* from those for ambulatory care use. The data iniable D in- 
dicate that the proportion of the white population with a 
hospital episode in the year preceding interview increases 
with decreasing urbanization. Compared with residents of 
metropolitan areas, residents of semirural areas and 
residents of rural areas were, on the average, 10 percent 
and 21 percent more likely, respectively, to have had a 
hospital episode. As a result of the greater length of stay 
among metropolitan residents, there were no significant 
differences in hospital days per 1,000 population between 
residents of metropolitan and semirural areas. However, 
white residents of rural areas had about 10 percent more 
hospital days than thOM of other areas. 
4^ Among black people, however, only children showed a 
significant difference in hospital episodes by location of 
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Tabto B. Ftiysleten vMts p«r pmon p«r yw, a ccof d ing to aQt, raeo, and location of raaldoncr. UnHod Stataa, 19t6*78 



Age 

* Race and location ^ 

ofraaldanca All Under 17-44 

aQoa 17 years years 

Total ^ Nufnl)er of visits 

^ All areas 4^ ^ 4.1 4.6 

Metropolitan 5.0 4.3 4.7 

Nonmetropolltan 4.5 3.7 4.3 

Samlrura»2 4.6 3.8 4.5 

, Rural^ 4.3 3.6 4.0 

White 

All areas 4.9 4.3 4.5 

Metropolitan 5.1 4.5 * ^ 4.7 

Nonnrtetropolltan 4.5 3.9 4.2 

SamlruraJ^ 4.6 4.(K 4.4 

Rural^ 4.4 " 3.9 4.0 

Black ] 

All areas . / 4.6 \^ ' 3.0 ^ 5.2 

Metropolitan 4.8 3.3 5.3 

Nonnietropolltan 3.9 2.1 4.7. 

Semlrural^ 4.2 2.2 5.1 

Rural^ N=?>T< 3.7 2.0 4.3 

^IncJudM alt ottwr racet not shown Mparitely. ^ 

fNonmetropotttan counties witti at Isest 1 city of 10,000 population or mors. 
^Nonmstropo4itan counties with no city of 10^ population or more. 

SOURCE: National Center for Hs«)th Statistics. Data from the 197S-78 National Health Inten/lew Surveys. ^ 
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^4i-64 
years 



65 years 
and over 



5.5 

5.7 
5.0 
5.2 
4.9 



5.4 

5.6 

5.1 
5.2 
4.9 



5.8 

6.1 
4.8 
5.3 
4.5 



6.6 

6.9 
5.9 
5.8 
6X) 



6.6 

7.0 
5.9 
5.8 
5.9 



6,6 

6.6 
67 
6.7 
6.7 



Table C. VIeHs to general prac titi oners, a ooording ter^ge, race, and location of residence of patient United States, 1976-78 



Race arvs location 
of residence 



All 
ages 



Age 



Under 
17 years « 



17-44 
years 



45-64 
years 



65 years 

and over 



Total ^ Percfisnt of all physician visits 

All areas 49.8 41.6 50.5 52.1 

Metropolitan , 45.0 35.7 46.1* 47.6 

Nonmetropolltan 61.3 55.3 ^ 61.4 63.0 

Semlrural^ 55.0 . 48.0 563 55.3 

Rural^ 69.4 64.2 ' * 68.2 ' 73.0 

White 

*^ All.areas... ^.3 40.8 , ^ 50.1 ^ 51.5 

Metropolitan <^ 44.1 34.3 46.3 * 46.6 

Nonnietropolitan : 603 » 54.5 61.3 62.5 

Samlrural^ 54.7 ' 47.2 57.2 54.7 

RuraP -69.0 • 63.7 67.5 72.9 

Biacl^ 

All areas 543 ' . 48.7 54.3 58.1 

/"^totrooolltan 51.7 45.1 52.2 55.0 

NdnnDStropolitan 67.3 66^ 62.8 71.8 

^•mlrural^ S9.5 59.1 51.8 65.7 

Rural^ 73.7 69.9 73.0 76.9 - 

^ndudss all other races not shown aeperately. 

^ N onm etr opolltan counties wtthat leeet 1 cHy of ^OJ0CO population or more. 

^Nonmetropolltan counties wtth no city of 10^ population or more. 

^ SOURCE: Natk>nei Center for HeeHh atretics: Detalrom the 1976*78 National Hsalth Intenfiew Sunwys. 
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58.1 

53.3 
67.7 
61.1 
74.6 



57.5 

52.7 
66.9 
60.2 
74.3 



64.0 

58.6 
76.5 
76.2 
76.7 



57 
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Rocoand location 
of rosklenca 



All 
ages 



Age 



Under 
17 years 



17-44 
years 



45-64 
years 



65 years 
•and over 



ToUl'* 



AH areae. 



Metropolitan .... 

NonmetropoHtan. 
Sem4rural^ — 
Rural* 



White 



All areas. 



Metropolitan 

NonmetropoHtan 
Senilruraf^ — 
Rural? — .... 



Black 



All are&. 



Metropolitan . . 

Nonn>etropolitan. 
Semirunil^ — 
Rural^ 



13.1 

12.5 
14^ 
13.7 
15.5 



13i 

12.4 
14.8 

13.8 
16.0 



134 

13^ 
1^2 
1^9 
11.7 



Percent of^pulatfon 

6^ ♦ 13.4 16.0 

6.0 12.8 15.3 

.6.7 ' 14.9 17.6 

^.5 14.0 I6.ff 

6.9 16.0 16.6 



6^ 13.1 16.0 

6.0 12.3 15.2 

7.0 14.7 17.8 

6.6 13.8 16.9 

7.4 160 18.8 



5.8 ie.3 16.7 

6.4 16.3 17.0 

42 16.5 15.8 

4.7 17.5 15^ 

3.9 15.7 16.3 



^Includes «H other races not shown separately. 

^NonmetropoHtan counties with at least 1 city of population or more 
^NonmetropoHtan counties with no city of 10^ population or more 

SOURCE: National Center for Health Statistics. Oau from the 1975-78 National Health Inten^iew Sunreys. 



24.9 

23.6 
27.1 
25.0 
292 



25.3 

24.0 
27^ 
25^ 
30.0 



.21,1 

20.6v 
22.3 
23.7 
21.4 



residence. Furthermore, this difference was in the opposite 
direction to that observed among white people. There was 
a large and stcidy decrease in hospital episodes as ur- 
banization decreased. 

Heahh SUtas 

It is difficult to evaluate these differences in medical care 
utilization without some indication of the diTfcrcnccs in 
need for care. Historically, rural areas of theUnited States 
have had lower mortality rates than urban areas (Rocmer, 
1976). However, the niral advantage has diminished as in- 
fectious diseases have been virtually eliminated. For 
1968-72, the age-|idjusied death rate for residents 35-74 
years of age in nomnetropolitajQi areas was Only about 3 
percent less than that for iKdsc residents of metropolitan 
artas (National Center for Heialth Sutistics, 1980a). Fur- 
thermore, in* terms of Causes of death that are more 
amenable' to medical care intervention, nonmetropolitan 
areas are at a distinct disadvantage. For 1968-fi, mortality 
from cervical cancer was about 20 percent higher, from 
* motor vehicle accidents 70 percent higher, and, among 
men, from other accidenu 30 * percent higher in 
nonmetropolitan areas (National Center for Health 
Statistics, 1980a>. In 1975, maternal mortality was about^^ 
25 percent h^er, and for 1974-77, Infant mortality was 
about 10 percent higher in nonmetropolitan areas (Na- 
tional Center for Health Sutistics, 1910b). 
Health indicators for the National Health Interview 

ERIC \ 



Survey also suggest greater need for medical care in 
nonmetropolitan areas. The proportion reporting fair or 
poor health is greater among black people and generally in- 
creases with deaeasing urbanization (table E). Black 
children are more th^ twice as hkely as white children to 
have fair or poor health. Although no significant dif- 
ferences exist between children living in metropolitan and 
semirural areas, children in rui;al areas are an average 35 
percent more likely to be in fair or goor health. 

The differences among adults 17-44 years of age are 
sharper than those among children. Residents of semirural 
areas report fair or poor health.an average of 12 percent 
more often and residents of rural areas an average of 54 
percent more often than residents of metropolitan ^areas. 

Among white adults 45-64 years of age, the proportion 
reporting fair or poor health steadily increases with 
decreasing urbanization. White residents of semirural 
a(reas are about 25 percent more likely and residents of 
rural areas 60 percent more likely to report fair or poor 
health than residents of metropolitan areas. Among Slack 
people in this age group, the difference between those 
residing in metropolitan and semirural areas is similar to 
that for white people; however, the difference between 
residents of rural and semirural areas \l not'significant. 

Black elderly are about 50 percent more likely than white 
elderly to report fair or poor health . Both white elderly and 
black elderly show an average increase in fair or poor 
health of 9 percent between metropolitan and semirural 
artas and 36 percent between metropoliun and rural areas. 
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TabtoE. Pmom raportliio lair or poor tiMHh ttettit, aooordliio to ap^ 



Rac0 


and location 








Age 


















of 


residence 




All 


Under 


17-44 


45-64 


65 years 








ages 


17 years 


years 


years 


ar>d over 




Total ^ 














Ail aroas. .. 






12.3 


4.3 


8^ 


21.9 


30.4 


Motropdltan . ^ 








4.1 


7.9 


19.8 


28^ 


Nonmotropolitan . 






14.6 


' 4.7 


9.7 


26.4 


34^ 








1^6 


4.0 


8^ 


23.4 


X.4 








17.1 


5.5 


11^ 


30.1 


38.3 




White 














All areas 


> 




11^ 


3.7 


7.4 


20.3 


29^ 


Metropolitan . . 






10.3 


3.4 


6.8 


17.9 


28.8 


Nonmotropolitan. 






118 


4.2 


8J 


25.0 


32.9 








1^0 




7.6 . 


2^2 


29.6 


RuraP 






16.2 


4.8 


10.6 > 


28.6 


36.6 




Black 




















18.6 


7.7 


15.6 


37.6 


44.0 


Metr^pc^ .... 








7.3 


f 14.9 r 


35.4 


41.0 


>NonmetropolHan . 






22.3 


8.6 


19.6 


45.2 




Semirural^ 






19.9 


7.4 


16.9 


43.7 


43.4 


Rural^ 






24.1 


9.4 


21.7 


46.3 


56^ 



^inctudes aii cfOm races not shown Mparately,. 

fNonmetropoiitan countlss wtth at taatt 1 cHy'of 10»000 population or more ' 
^Nonmatropotitan counties with no city of 104X0 population or mora « 

SOURCE >iatk>nal Centtr for Haaith Statistics: Data from the 1976-78 NatiortaJ Health Ir^terview Sunfeys 



Among adults 17 years of age and over, the patterns in 
the proportion reporting limitation of usual activity 
because of chronic illness are similar to those reporting fair 
or poor health but not quite as strong. Among children, 
however, the proportion with limitation of usual activity 
decreases with decreasing urbanization, although the pro- 
portions are very small. There are few differences by loca- 
tion of residence in bed-disability days per person, 
although this measure is more influenced by medical care 
(e.g., physician-prescribed bed rest) than the preceding two 
measures. 

Since health status differs by location of residence, it is 
important to examine utilization rates after controlling for 
these differences. One method that partially controls for 
health status is comparing physician visits for only those 
who report fair or poor heahh (table F). This subgroup is 
more homogeneous with respect to health care needs than 
is the total population. This measure shows sharper dif- 
ferences by r^ and location of residence than does the 
n^imber of visxs for all persons shown in table B. In par- 
ticular, the black-white difference is extremely large 
among children. Black people in the two oldest age groups 
who report fair or poor health also have fewer visits than 
their white counterparts. No overall race differences ex- 
isted among these groups in uble B. There are no race dif- 
ferences among adults 17-44 years of age. In each age 
group except the elderly, the number of visits decreases^ 
steadily with decreasing urbanization. Among the elderly, 
however, the residenu of rtiral and semirural areas re- 



porting fair or poor health have about the same number of 

visits. 

The number of visits for persons with liniitation of usual 
activity because of chronic illness is an alternative measure 
of utilization that partially controls for health status. It 
also shows much greater utilization for residents of 
metropolitan areas than for those of rural areas. However, 
the number of visits for residents of semirural areas with 
activity limitation is not significantly different from the 
number for those oT rural areas in the youngest age group. 
In the next two age groups, on the other hand, no signiH- 
cant difference exists between residents of seminiral and 
metropolitan U'eas. The oldest age group is the only one 
that shows a steady decline in number of visits (for those 
with activity limitation because of chronic illness) as ur- 
banization decreases. 

Conclusion 

Ambulatory care utilization is considerably lower for 
residents of nonmetropolitan areas than for those of 
metropolitan areas. Furthermore, residents of rural areas 
(i.e., nonmetropolitan counties with no city of population 
10»000 or more) generally have lower utilization rates than 
those of other nonmetropolitan areas. The differences are 
especially pronounced among children. Residents of 
nonmetropolitan areas are less likely to have preventive 
care, more likely to spend more than 30 minutes traveling 
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TaMtF. Pliytlctenvtolltptrpmonraportliig fair or poor tiM^ 



Race and k>catlon 












of rasktonca 


All 


Under 


17-44 


45-64 


65 years 




aoes 


17 years 


years 


years 


and over 


Total ^ 






Number of visits 






Aliareaa 


10.5 


10.9 


11.0 


'l0.5 


9.7 




.11.4 


11.6 


11.9 


11.4 


10.6 




9i) 


9.7 


9.4 


t 9.0 


8.4 




9.9 


11.2 


10.8 


10.1 


8^ 


Rural* 


8.1 


8.4 


ai 


7.9 


8.3. 


White 












AH areas 


10.8 


12.6 


11,0 


10.7 


10.0 


Metropolitan 




13.4 


11.9 


11.7 


11.1 


Nonmetropolitan 


9.3 


11.4 


9.5 


9.3 


8^ 


Semirurai* 


10.2 


12.7 


10.8 


10.4 


8.5 


Rural* 


8.4 


10.1 


8.1 


8.1 


8.5 


Black 












Ail areas . 


9.3 ^ 


6.8 


11.2 


9.3 


7.7 


pytetropdltan 


10.1 


8.1 


12.1 


10.1 


7.8 


Nonmetropolitan v 


12 ^ 1 


3.4 


8.9 


6.9 


7.5 


Semirural^ 


8^ 


3^ . 


10.9 


7.9 


7.7 


RuraP 


6.6 


3.5 


7.8 


6.3 


7.4 



^InciudM all other races not shown saparatety. 

^NonmetrepolTtan counties with at least 1 city of 10,000 population ex mora. 
Hlonmetropolitan counties with no city of 10,000 population or nwe 

SOURCE: National Center for Health Statistics: Data from the 1976-78 National Health ^terview Surveys 



to physicians in nonmetropolitan areas during 1979 lasted 
10 minutes or less, compared with 46 percent in 
metropolitan areas (detailed uble 37). Visits to physicians 
in nonmetropolitan areas were also less likely to be fol- 
lowed by a scheduled return appointmerit^54 percent ver- 
sus 62 percent in 1979. These differences are perhaps more 
important when considered for selected diagnoses that re- 
quire continuing care and patient involvement. For 
1975#-76 (the most recent years for which detailed ubula- 
tions are available), 78 percent of visits for hypertension in 
nonmetropolitan areas had a scheduled foilowup, com- 
pared with 89 percent in metropolitan areas. Visits for 
hypertension in nonmetropolitan areas were also of shorter 
duration than those in metropolitan areas (55 percent ver- 
sus 43 percent toQk 10 minutes or less). The implications of 
these differencq^ in terms of quality of care warrant fur- 
ther investigation. 

Nfetropolitan and nonmetropolitan areas differ on many 
dimensions other than supply of health resources. There is 
a steady increase with decreasing urbanization in the pro- 
portion of the population with family income below the 
PQverty level: 14 percent in metropolitan, 17 percent in 
semirural, and 24 percent in rural areas. In addition, 
despite the greater incidence of poverty. 1978 NHIS dato 
indicate that 6.1 percent of residents of nonmetropolitan 
areas have Medicaid coverage, compared with 7.3 percent 
of those of metropolitan areas. Of those below the poverty 
level, 26 percent in nonmetropolitan areas have Medicaid, 
compared with 39 percent in metropolitan areas. Further- 
more* rural areas are at a disadvantage in terms of many 

r o 
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to a physician visit, and experience longer waits once there 
(Davis and Marshall, 1977; Kleinman and Kopstein, 1981; 
Aday, Anderson, and Fleming, 1980). These differences 
are of further significance because residents of 
nonmetropolitan areas appear to be less healthy than those 
of ml;tropolitan areas. • 

With respect to hospital utilization, however, the situa- 
tion is different. White residents of nonmetropolitan areas 
have higher hospitalization rates than their counter-parts 
in metropolitan areas. Among black adults, there are no 
differences in hospital utilization by location of residence. 
Among black children, however, hospital utilization 
declines with decreasing urbanization. 

It if unclear whether the generally higher hospitalization 
rates p nonmetropolitan areas result from substitution of 
inpanent care for ambulatory care or from a lack of^* 
bulatory care that may lead to more serious problems that 
require hospitalization. In either case, the higher cost of 
hospital care suggests that strategies to increase the use of 
ambulatory care in nonmetropolitan areas could have 
betoefldal effects on total health care expenditures. 

Although the supply of pl)ysicians is much greater in 
metropohtan than in nonmetropolitan areas, the dif- 
ference in physician-to-popuktlon ratios may oventate the 
true difference in availability of care. Data from the 1978 
NHIS show that 17 percnt of physician visits by residents 
of nonmetropolitan areM occur An metropolitan areas. 

Physicians in nonmelrtpoiitjm areas see more patients 
per week than those in metropolitan areas. Associated with 
tUi greater workload is the fact thai 35 percent of the visits 



other social, ecoaomic, and demographic factors (Davis 
and Marshall, 1977). 

' Regional differences* also exist in the nonmetropolitan 
population. For example, nearly 90 percent of the black 
nonmetropolitan population resides in the South. The 
more rural population is also concentrated more heavily in 
the South. Among white people, 30 percent of tjie 
semirural population lives in the South, compared with 52 
percent of the rural population. Among black people^ the 
correspondihg figures are 77 percent and 97 percent, 
respectivdy. It should be noted, however, that analyses of 
physician visit and hospital episode data for only the South 
show similar patterns to those in tables'B and D. 

Although metrc^litan areas were used in thb article as 
a basis for comparison, they are far from homogeneous. 
The central cities of most metropolitan' areas contain 
□pockets of poverty an^ unmet health care needs as great as 
those in rural areas. If the suburban part of metropolitaii 
areas were used as the basis of comparison, the differences 
reported here would be even larger. 

Several programs at both the Federal and State levels 
have been designed to increase the Supply of health care 
providers in designated shortage areas, both metropolitan 
and nonmetropolitan. As of December 31, 1980, the 
Federal Government designated 1,921 primary care man- 
power shortage areas, of which 70 percent were 
nonmetropolitan. However, the population of these areas 
constituted only 45 percent of the 42 million people living 
in designated areas. 

In terms of affected population, about 15 percent of 
metropolitan residents and 30 percent of nonmetropolitan 
reAdents lived in primary care manpower shortage areas. 
Since Federal resources for health manpower programs 
will be decreasing over the next several years, the criteria 
for shortage area designation are coming under increased 
scrutiny. Efforts are underway to develop methods of 
designating shortage areas that provide more precise 
means of prioritizing areas in terms of severity of shortage 
and clarifying the differences between metropolitan and 
nonmetropolitan shortage areas. 
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Use of Dental Services 

by Jean E. Foster, Steven R. Machlin, 

and Jod C. KKilunan, Ph.D., • 
National Center for Heakh SUtistics 



Introdnclioii 

Dental decay is one of the most prevalent diseases in the 
United States. Periodontal disease, another indicator of 
poor oral health, becomes more common with increasing 
age and is more prevalent among black people than among 
white people. The 'omiulative effea of untreated dental 
problems throughout the lifetime is demonstrated by the 
fact that about half the population 63-74 years of age no 
Iqingec have any teeth (National Center for Health 
Statistics, 1979). 

In the 1971-74 National Health and htatrition Examina- : 
tion Survey (NHANES), /dental examiners made clinical 
assessments of the respondents' unmet need for dental 
treatment. Althoiigh treaplient needs varied with age, an 
estimated 64 percent of the population required some type 
of dental Ueatment. Analysis of NHANES dau by race , 
and income identified greater unmet need for all types of 
dental treatment among black people than among white , 
people and among those in low-incom^ groups compared 
with those in high- income groups (Institute of Medicine^ 
1980). The relationship between income status and unmet 
need for treatment held for all groups under 65 years of 
age. 

The greater unmet need for dental treatment among 
blact-^eople and the poor is reflected in their patterns of 
den^ utilization (Douglass and Cole, 1979). Although the 
trend has been toward equality in the otilization of physi- 
cian services by income, this has not been the case for 
utilization of dental services (National Center for Health 
Statistics, 1980). 

Part of the reason for the persistence of income differen- 
tials in dental care is the lack of insurance coverage, both 
public and private. Funding for dental services comes from 
three sources^public programs, private insurance, and 
out-of-pocket payments. Public expenditures for dental 
services are mainly through Federal and State Medicaid * 
programs* Medicare d0i»k not cover dental treatment. As a 
percentage of total Medicaid benefit paymenu, the pro- 
portion spent on dental C9St is small (2.1 percent in 1978) 
and has been declining diiring'the past decade (Health Car^ 
Fmancing Administriitic^^ }979). Under Federal regula- 
tions, dental care must be offered to Medicaid eligible 
duldren uncfer 21 yean| of age as part of the Early ai/d 



Periodic Screening, Diagnosis, and Treatment Program. 
However^ dental coverage for adults is an optional benefit, 
and limitations on eligibility and services vary fVom State 
to State. 

The growth of private dental insurance has been a 
relatively recent phenomenon. Prior to 1970, less than 5 
percent of the population was covered by private •plans. 
However, by 1978, 27 percent of the population had 
private dental insurance (Institute of Medicine, 1980). 
Despite this trend, most expenditures for dental care are 
still out-bf -pocket payments made by^ patients or their 
families. Qibson and Waldo (1981) report that out-of- 
pocket payments accounted for 75 percent of expenditures 
for dental services in 1980, while private insurance ac- 
counted for 21 percent and government programs for 4 
percent. Therefore, family income serves as .a useful in- 
dicator of fmancial barriers to dental care. 

This article focuses on differences in the use of dental 
services by age, income, and residence. Data were obtained 
from the Natjpnal Health Interview Survey (NHIS), whixb 
is an annual survey comprised of a probability sample of 
approximately 110,000 persons in 40,000 households. In 
this analysis, data for 3 years~1976 through 1978— are 
combined to minimize sampling error. ' 

The variable used to measure utilization is the propor- 
tion of respondents who made at least one visit to a dentist 
during the 2 years preceding interview. Kronenfeld (1979) 
suggests that gaining access to the system is the . 
indicator because the mean number of visits for persons, 
who actually visit the dentist in a year does not vary signifi- 
cantly by income and education. Therefore, attention in 
this analysis is directed to differences in dental contact , 
over a 2-year period r 

Comparisons are made between the white and black 
races; other races were omitted because of small sample 
size. Family income is classified to approximate the official 
poverty income level adjusted for family size. For exam- 
ple, the poverty cutoff for a family of two is defined as 
$4,000 and the cutoff for a family of four is $7,000. Based 
on 1976-78 NHIS dau, an estimate^ 16 percent of the 
population had incomes below the poverty level. At the 
other end of the scala, 52 percent of the population had in- 
comes more than twice the poverty level. 

Since the availability of 'dentists is much lower in 
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nomnetropoliuui areas than in metropolitan areas,* utiliza- 
tion rates for metropolitan and nonmetropolitan areas are 
compared. 



Dif f er^tiab by Age Groups 



come groups averaged about 17 percentage, points for 
white people and 12 percentage points for black people. 

The utilization rates were about S percentage points 
lower in nonmetropolitan areas than in metropolitan areas 
across all race and income groups. 



Considerabk variation exists among age groups m the 
percent withyat least one dental viat.^il[^ag the 2 years 
preceding intervww (table A). The proportion w^ lowest 
for children under 6 years of age (23 percent), and highest 
for children 6-16 years of age (79 percent). Decreasing 
utilization with increasing age is evident after this point; 
only 40 percent of persons 63 years of age and over 
reported making dental visits. 

For every group' over 3 years of age, black people showed 
lower levds of utilization than white people did. The dif- 
ference in the proportions between the races varied only 
slightly by age (from 14 to 18 percentage points). 

To examine the effect of inccnne and res^fett on patterns 
of utiUzidon, age groups wiO be considered Hfmddy . The 
group under 6 years of age is excluded from further 
ansilysis because of the relatively small sample size and low 
utilization rates. 



TableA. Paraona wHh at laaet 1 d«ntal visit during th« paet 2 
yaars, according to raca and agr Unltad Stataa, 1978-78 

^ Race 

Age 

Total^ White .Black 



Percent of population 

All ages 63.6 66.6 51.5 

Under 6 years 25.0 26.1 16.9 

6-16 years ? 79.0 61.6 64.3 

17-44 years 72.3 74.1 60.1 

^-64 years 61.4 62.9 46.1 

66 years and over . . . 39.9 41^2 26.4 

^includes all other races not ityown separately « 

NOTE: Data from 1976, 1^77, and 1978 were combined. 

SOURCE: Division of health ' Interview Statistics, National Center for 
Health Statistics. Data from the National Health interview Survey. 



Children 6-16 Yean oi 



^fe 



The proportion of children who have seen a dentist dur- 
ing the 2 years preceding interview is greater a^qong those 
above the poverty level than among those below. However, 
the (teta in uMe B indicate that the effect of income differs 
somewhat by race. Among white children, there was an 
average^ difference of about 25 percentage points between 
the proportions for the lowest and highest income groups, 
compared with an average difference of 15 percentage 
points between the corresponding proportions for black 
children. 

Nonmetropolitan residence has a stronger depressing ef- 
fect on utilization antong black children than among white 
children. The proportions for black children living in 
nonmetropolitan areas were an average of 14 percentage 
points lower than for thbse living in metropolitan areas, 
whereas the proportions for white children were an average 
of 4 percentage points lower. 

Adaltt 17-44 Yean of Age 

the data in table C indicate that among adults 17-44 
years of age the influence of income on dental u^ization 
< during a 2-year period was somewhat stronger for white 
people than for black people. Regardless of location of, 
residence, the difference between the highest and lowest in- 



^ See '*DentaJ Manpower** in this report. 

^The terra '*averafe** in this section refers to a weighted avenife that can- 
not be directly computed from the uMes. The weighted averages are 
based on a statistical technkiue that taices into aocotint the variances of 
the p ffce nti^as. 



Tak>le B. Persona 6-1 e years of age with at least 1 dental viait 
durino the past 2 years, according to tocation of residence, 
race, and family income level: United States, 1976-78 



Race and family 
income level 



Location of residence 



Total 



Metro* Nonmetro* 
politan politan 



All Paces 


Percent of populatior^ 


Allincomes^ 


79.0 


81.8 




Below poverty 


63.8 


66.5 




100-150 percent poverty 


69.3 


70.5 


187.8 


150-200 percent poverty 


78.8 


80.7 


|74.8 


Above 200 percent poverty . . . 


90.1 


90.9 


i87.8 


White 






1 <> 


All Incomes^ 


81.8 


843 


^77.0 


Below poverty 


66.3 


67.8 


^ 62.4 


100-150 percent poverty. . . . 


71.3 




' 70.V 


150-200 percent poverty 


79.7 


82.0 


' 75.8 


Above 200 percent poverty . . . 


90.9 


92.0 


88.3 


Black 








All incomes^ 


64.3 


68.8 


51.3 


Below poverty . . . 

100-150 percent poVSrty 


60.3 


64.7 


50.0 


60.5 


64.8' 


48.1 


150-200 percent poverty 


68.7 


72.0 


56.0 


At>Qve 200 percent poverty — 


78.0 


79.0 


71.3 

0 



^Includes raapondents who did not repprt income (9 percent of all intar- 
vieweea). 

NOTES. Data from 1976. 1977. and 1978 were combined Family income 
waa categorized to approximate the official poverty income level adjusted 
for family size; for exampla, poverty was defined at $7,000 for a family of 4 
and 14.000 for a family of 2. 

SQURCE. Division of Health interview SUtistics. National Center for 
Health Statlatica: Data from the National Health interview purvey. 



Tibto C. Nraofit 17-!44 ym% of wttti tl iMtt 1 dtnUI visH 
tefffiQ «m pMl 2 yMTS, aeoorcNng to loeirtlon of rtoldMoo, 
iieo, and family Ineomo lovol: UnMod Staloi, 197S«78 



Ijocatfon of residence 



Race end family 
Income level 



Total 



Metro- Nonmetro- 
potitan polltan 




Ail races Percent of population 

All Incomes^ 72.1 74.3 67.7 

Below poverty 60.? 62.6 56.3 

100-150 percent poverty 61.8 62.8 , 60.2 

150-200 percent poverty 67.4^ ^/B8-9 64.5« 

Above 200 percent poverty 79.0 ^ 80.1 75.9 

White 

All Incomes^ 74.1 76.4 69.2 

Below poverty • 62.2 65.0 " 58.5 

100-150 percent poverty 63.1 64.5 61.2 

150-200 percent poverty...... 68.4' 70.3 66.2 

AlX)ve 200 percent poverty. .. . 80.0 81.4 76.1 

Blacfcy 

All Incomes^ 60.1' 62.2 5^6 

Below poverty 56.0 57.7 48.0' 

100-150 percent poverty 55.2 56.3 51.9 

150-200 percent poverty 59.6 60.9 54.4 

Above200percent poverty. .. . 67.6 67.7 67.1. 

^Includes respondents who did not report Income (9 percent of ail Inter- 
viewees). 

NOTES. Deta from 1976, 1977, and 1978 were combined. FamUjr Income 
was categorized to approximate the offtclai poverty income level adjusted 
for family size; for example, poverty was defined at $7,000 for a family of 4 
tfid $4,000 for a family of 2 

SOURCE: Division of Health Interview Statistics, National Center for 
SUtlstlcs: DaU from the National Health Interview Survey. 
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Adults 45-64 Years of Age 

For adults 45-64 years of age, the dau in ubic D in- 
dicate that, within metropolitan and nonmetropolitan 
areas, the level of utilization among those below poverty 
level did not differ by race. However, with every increased 
increment of income, the difference in utUization rates was 
greater for white people than for black people. Thus, at the 
highest income level, the proportion with a dental visit dur- 
ing the past 2 years was about IS percentage points lower 
for jblack people than for white. 

The utilization rates were consistently lower for persons 
residing in nonmetropolitan areas. The percentage-point 
difference appears to be roughly on the same order of 
magnitude for white and black people (approximately 7 
percentage points) at fU income levels. 

6S Yean of Age asd Over 

The effect of income varies. by race among the elderly 
population (table E). For white people, there was about a 
33 percentage-point differente between the highest and 
lowest income groups compared with about a 13 
percentage-point difference for black people. Thus, the 

• V 



racial diffctgtfkl, which is negligible inithe poverty group, 
widened to more than 20 percentage points in the highest' 
income group. 

The effect of location of residence was more pronounced 
for white people; in nonmetropolitan areas, the proportions 
were approximately 6 percentage points lower. 
Nonmetropolitan residence depressed the proportions an 
average of only about 2 percentage points for bl^ people. 



Conclusion 



For both race and residence groups, the poor exhibit 
lower utihzation of dental services than those above the 
poverty level. Although utUization by black people is lower 
than that by white people, the race differential is relatively 
small when income is below poverty, particularly for older 
adults. The steady increase in dental utilization with in- 
creasing income that ts observed for white people is not as 
pronounced for black people. The lower utilization among 
nonmetropolitan residents tends to be independent of in- 
cl||ie level and is more pronounced among black children 
than among white children and among elderly white adults 
than among elderly blac/ adults. 



Tabis D. Parsons 45-64 yaars of ^s with at iasst 1 dantal visit 
during tha past 2 ysars.'^iccordlng to location of rssldanca, 
rscs, andismlly incoms laval: UnKad Statss, 1976-7S 



Race and family 



Location of residence 



income level 


Total 


Metro- > 


^ Nonmetro- 




politan [ 


politan ' 



, All races , Percent of popular! 

All incomes^ 61.4 64.5 \ 54.4 

Below poverty 37.5 40.2 34.1 — 

100-150 percent poverty 42.8 44.1 40.9 

150-200 percent poverty 51.1 53.4 47.1 

Above 200 percent poverty. .. . 70.1 72.0 64.8 

White 

All Incomes^ 62.9 66.5 55.6 

Below poverty ■ 37.5 40.6 34.3 

100-150 percent poverty 43.1 44.8 41.2 

150-200 percent poverty 51.8- 54.5 47.5 

Above 200 percent poverty 70.7 72.9 66.0 

Black 

Alllncomes^! 46.1 46.5 37.7 

Below poverty 37.1 38.9 32.9 

100-150 percent poverty 40.5 41.2 38.7 

150-200 percent poverty 44.9 46.2 * 39.7 

Atx)ve 200 percent poverty 57.3 > 57.6 55.0 

^includes respondents who did not report income (9 percent of sti inter- 
viewees). 

NOTES: Dsti from 107S, 1077, tnd 1978 were combined. Femily Income 
was cstegorized to spproxlmste the officisi poverty Inconrte ievei edjusted 
for family size; for example, poverty was defined at $7,000 for a family of 4 
tfid $4,000 for a family of Z 

SOURCE: Division of Health Interview Statistics. National Center for 
Health Statistics: Data from the National Health Interview Survey. 
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TaM E. PtrtofM 16 ytars of to* ^ dsntal 
vteH durtiHi tiM pMt 2 yoM, Mconing to loeatlon of rMl^^ 
rieo, and family Inooma lovtl: Unllod Stalaa, 197e-78 



Race and family 
Income level 



Location of realdence 



Total 



MetrOf Nonmetro- 
polltan politan 



AH races Percent of population 

All Incomes^ 39.9 * 43.4 34.0, 

Below poverty 23.4 26.5 20.3 

100-1 50 percent poverty. ..... 31.6 33.3 28.8 

150-200 percent poverty 39.6 41.4 36.8 

At)0ve 200 percent poverty.... 57.1 59.1 52.1 

White 

AJI Incomes^ 41.2 46.2 34.8 

Below poverty 23.5 27.3 20.1 

100-150 percent poverty 32.0 34.2 28.8 

150-200 percent 'poverty 40.1 4Z0 37.1 

Above 200 percent poverty 57.9 60.4 5Z3 

Black 

AJIIncomee^, 26.4 27.6 23.5 

Below poverty 22.6 23.4 . 21.3 

100-150 percent poverty 26.0 24.7 29.1 

150-200 percent poverty 31.9'- 34.1 22.6 

Above 200 percent poverty 35.6 35.6 35.7 

^tncludet respondents who did not report income (9 percent of all inter- 
viewees). 

NOTES: DsU from 1976, 1977, end 1978 were combined. Ftmity income 
wss categorized to approximate the officiai poverty Income level adjusted 
for family size; for example, poverty was defined at $7,000 for a family of 4 
and $4,000 for a family of Z 

SOURCE: Division Of Health Interview SUtistlcs, National Center for 
Heelth StatlslM|H>sta from the National Health interview Sunwy. 



Perhaps the most obvious explanatory factor associated 
with the residence differentials is the availability of dental 
resources. Metropolitan areas lui^e a more favorable 
dentist-to-population ratio than nonmetropolitan areas; 
the dentist-to-population ratio is more than twice is high 
in metropolitan areas.^ 

The poor-to-nonpoor differential in utilization supports 
the notion that the cost of dental services inhibits utiliza- 
tion among the poor of both races. However, there is little 
difference in the proportions without a dental vi^for 
those who are cl|ssifled as poor or ICQ- ISO percentBbve 
poverty; this flnding is consistent with an "income 
threshold*' effect evidenced in other research. Salber et al. 
(1976) found that dental visits for black people in the rural 
community utider study did not increase substantially with 
income categories less than $ 1 2,000. -» 

The NMIS data presented here indicate that a threshold 
income effect may also exist for white adults 17-44 years of 
age, although a direct relationship generally exists between 
income and utilization for the other age groups. If the 
likelihood of contact with the dental system rises in Accord- 
ance with income, then the much higher utilization for 
white people with incomes greater than 200 percent 



'See "Dental Manpower'' in this report. 



poverty than for black pedple in this income category may 
result from the fact that, within this category, white people 
have higher incomes. 

In addition to addressing the role of stru^al barriers, 
further analyses must also consider the- many variables that 
affect the demand for dental services. Factors such as educa- 
tion, socioeconomic status, and early childhood training 
affect bdiefs and attitudes about dental care that may impede 
utilization. Studks such as that by Nikias (1968) have shown 
the persistence of socioeconomic differences in utilization 
when cost is controlled, that is, among populations where 
dental prepayment is introduced. Thus, differences in utiliza- 
tion by race or income status also reflect the influence of 
values and behaviors that are associated with those variables. 
Also, as Kronenfeld (1979) suggests, black people may ex- 
perience more difficulty than white people in finding a dentist 
from whom to receive care. ^ 

To the extent that dental care is viewed as a pr^eilGve 
health matter rather than a response to severe symptoms, 
the individual's motivations and perceptions play an in- 
creasingly important role. Okada and Wan (1979) iden- 
tified marked increases in dental patterns in Ave urban 
areas after flnancial and resource barriers were removed 
through the introduction of Medicaid coverage and Coita- 
munity Health Centers, respectively.. However, despite thV 
increases, the generally low level of utilization among^ 
black people and the poor led to the conclusion that the 
removal of structural barriers permitted people to take 
care of existing oral health problems but did not promote 
preventive dental care practices. Other research has shown 
that the poor are less likely to seek preventive dent^l^TSre 
services than the nonpoor (Nikias, 1975). -^^^ \ 
In summary, the differentials in utilization presented 
he^^sug^t that the removal of structural barriers related 
to the supply and cost of dental services would improve ac- 
cess to dental care. 
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Introduction 

This article highlights major issues and trends relating to \ 
^hc dental manpower force in this country. S&tistics are 
presented that mow a dramatic rise in the number of den- 
tists and the dMtist-t^pppulation ratig^uring the past 15 
years. Howe\jer, much geographic variation exists » the^ 
supply of dental manpower among regions and States and 
betwees metnopoUtan and nonmetropolitan areas% 

Other topics discussed are the practice setting of den- 
tists, sp^iffization in dentistryrtrends in utilization of 
auxiliarydcntal personnel, and increa^sed enroUment of 
women and minorities in dental schools in recent years. 
The intent and effe<n of various pieces of Federal legisla- 
tion on the supply, distribution, and composition of the 
dental Aanpower forqe are^o addressed. 



5 are^o a( 



Trends in Supply 

i Between 1950 and 1980, many dental schools expanded 
their capacity and 18 nc^ schools Vere opAied which . 
helped trigger a si^ficant increase in the numl>er Qf den-, 
tists in the Unit^ States (American ikfltal Association, 
1980a). Betw<5cn 195p and 1965, the number of active 
civilian dentists increased from 75,310 to 89,640^ although 
the dentist-to-populatioh ratio declined from 49.8 per 
100,000 to 46.5 (Bureau of Health Prof essions , 1980a). ^ 
After 1965, both the number of active civilllli'llButists and 
the dentirt-to-popuiation*ratio increased steadily. By 1980, 
the number of active civilian dentists had grown to approx- 
imately Ul, 240, and this resulted in a ratio of 54.7 dentisU 
per -^dl^toOO population (Bureau of Health Professions, 
1981a). This ratio was 18 percent higher than m 1965. 

The rise in dental schools and dental supply can largely be 
attributed to a series of Federal legislative ads, beginning 
with the Health Professions Educational Assistance Act of 
1963 (Public Law 88-129). JW* Act provided for grants to 
assist in the construction, expansion, and rehabilitation of 
dental schools and funds for school loans. The 1965 amend- 
menu to this Act (PubUc Uw 89-290) modified and extend- 
ed the loan and construction provisions and authorized 
grants to schools for scholarships and educational improve- 
yifiaii^grams. The Health Manpower Act of 1968 extend- 




cd the extent programs (with some modifications) and' 
relaxed the eligibility requirements for student scholarship 
A major component of the^'Conmehensivc Health Man- 
power training Act of 1971 (PubBc Law 92-157) replaced 
institutional grants with d^jitationjgiants. One reason for 
this change wasnd encourage fi^rfScr expanded enrollment 
in dental schools. The Health Professions Educational * 
Assistance Act of 19(76 (PubUc Law 94r484) modified many 
of the earlier provisions and extended them through fiscal 
year 1980. Ho>\e\v, the Omnibus Budget Reconciliation ' 
Act of 1981 (Public Law 97-3f5) eliminated the authority for 
cOTstruction and capitation grants (Bureau of Health Pro- 
fessions, 1980b)/ ' ♦ 

Geognlphic Distribution 

Great variation exists ip,-<the .distribution of dentists • 
among geographic 'regio^s(table A). In 1979, the number 
of active dentists per 160,000 population in the Northeast 
(66) and the Pacified) were notabl< higher than in the 

' North Central and Soutii (52 and 44, respectively). During 
the late 1970's, the Northeast and the Pacific' also had the 
largest, supplies 6f active non-Federal physicians per 
100,000 population (215 and' 203, respectively, in 1978). 

* However, the North Central and South had equivalent 
physician-to-popuUtion ratios of 151 per 100,000 popula- 
tion. Among mdividual States, New York, Connecticut, 
and Massachusetts "had the highest ratios of actiift civilian 

' dentists to population (more than 70 per lOO.OTO popi|||r 
tion), while Alabaflia, Arkansas, and Mississippi had 
ratios *al?out half as large (less than 36 per 100,000 popula- 
tion). The IMstrict of Columbia had a much higher ratio 
(87 active civihan dentists per 100,00(1 population) than 
any State. However, dentists in this city also serve many 
residents of Maryland and Virginia (Bureau of Health Pro- 
fessions, 1980a). r-*-^ 

A large variation isalso evident in the dentist-to- 
population ratios ^)etween metropolitan and non- 
metropolitan areas.^ 1979, the average number of active 
civilian dentist? per 100,000 population for all 
metropolitan areas in the United States was 60, compared 
with only 37 for nonmetropolitan areas. While the dentist- 
to-population ratio was 62 percent higher in metropcBtan 
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Tabit A. DtfititMoiMputetlon ratlot, accontlno tot^^ograpNc rvgkm and locatloft: Wftd St«t«t, 1979 



QMQraphic 
mgion 



Ail 



Metropolitan araaH 



Nonmetropoflf^n counties 



Population 



Toti 



Total 



1 million 
or OKHe 



Less than 

1 million 



Size of . 
central cities 



104)00 
or more 



Less than 
10,000 



United State? 


. , 542 


Northeast .* . 


66.3 


New England 


66.3 


Middle Atlantic 


66.3 


North Central 


51.7 


East North Central: . . . . 


- 51.5 


west North Central.... 




SoutiJ 




South Atlantic 


46.6 


Ea^t S^uth Central. . >. . 


40.2 


west South Central. . . . 


* ^40.9 


West 


61.S 


Mountain . 


54.2 


- Pacific V 


64.0 



NucPber of active^^lvllian dentists per 100,000 population 



60.4 


66.7 


53.9 


37.4 


44.1 


30.9 


69.9 


76.2 


59.8 


46.2 


47.4 , 


43.3 


70.2 


80.8 ^ 


165.0 


50.7 


50.3 


51.6 


69.7 


75.6 


^^56.2 


43.9 


45.9 


38.7 


56.6 


60.6 


50.8 


40.5 


'46.9 


35.0 


55.4 


59.9 


48.8 


38.5 


42.5 


33.9 


61.1 / 


63.5 


57.6 


42.7 


53.9 ^ 


36.0 


51.4 


55.5 


49.1 


29.3 


36.6 


23.7 


54.3 


59.5 


5a3 


31.6 


39.0 


25.3 


5Z2 


41.3 


52.6* 


27.3 


36.7 


21.5 


46.7 


49.3 


45.0 


27.5 


32.5 


23.8 


66.1 • 


67.7 


60.5 


47.3 


51.3 


40.4 


61.2 


65.1 


59.7 


43.3 


49.4 


r 37.1 


66.0 


67.9 


60.7 


50.9 


52.3 


Nw.5 



SOURCE: Divl ^kH) o^ Health Professions Analysis, Bureau of Health Professions. Health Resources Administration Based on data from the Bureau of 
Economic and Behavioral Research, American Dental Association 



areas than in nonmetropolitan areas in 1979 , the physician- 
to-population ratio in 1978 wa^more than twice as large in^ 
^ metropolitan as in nonmetropolitan areas (20S versus 86). 
The pattern of higher^ dentist-to-populatio^ ratios in 
^ metropolitto areas'exist^ in.^1 regions, divisions, and in 
most Sutcs. • 

Higher dentist-to-population ratios are also, evident in 
larger metropolitan areas and in nonmetropolitan areas 
with larger cities. The ratio for metropolitan areas of one 
million or more poj>ulation is 22 percent higher than for 
metropolitan areas with fewer than one million people (66 
versus 54). Likewise/ the ratio for nonmetropolitan coun- 
ties that include a cily with a population of 10,000 or more 
is about 42 percent higher than for other nonmetropolitan 
counties (44 versus 31). This pattern is even stronger for 
. physicians. In 1978, the physician-to-population ratio was 
36 percent higher in the larger metropolitan areas than in 
the smaller ones (233 versus 171). Within the non- 
metropolitan classification, the differential between the 
two groups by size of largest city was about 82 percent (111 
versus 61). 

These urban and rtiral differentials are the result of 
t social and economic detenninanu of location for dentists. 
Dentisu appea; to give ga>graphic factors high priority in 
determining their locations. Many dentists choose to live in 
urban areas to be near social, recreational, and cultural^ac- 
tivities (American Dental Association, 1979). 

.Federal legislation of the 1960's and 1970's was designed 
to mitigate the inequitable geographic distribution of 
health professionals. The 196S amendments to the Health' 
. Professions Educational Assistance Act initiated a pro- 
gram that rekwd health professions studcntsN^rom a part 
of their Fedo-al loan obligations if they agreed to practice 
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in a shortage area. During ensuing years, the percent of the 
loan that could be forgiven was increased and the types of 
loans cligiblip were expanded. Furthermore, the Emergency 
Health Personnel Act of 1972 (Public Law 92-585) was the 
first to establish by statute the National (lealth Service 
Corps (NHSC). This program was intended to improve 
health care delivery in areas of excessive need. The NHSC 
Scholarship Training Program created by this Act provid- 
ed scholarships for students who agreed to >^ork as a 
member of the Corps in a shortage area for a designated 
period after graduation. The Omnibus Budget Reconcilia- 
tion Act of 1981 has continued the authority for NHSC. 

Scholarships were not made available to dental students 
until 1976. Therefore, at the beginning of t^e NHSC pro- 
gram, volunteer <||^ntists jArere placed in shortage areas. 
Currently, NHSC dentists include scholarship recipients 
who serve 1 year for each year of scholarship support with 
a minimum obligation of 2 ^ears. Under the new private 
practice option, some scholarship ^ recipients choose to 
receive financial aid to help establish a private practice in a 
shortage area as an alternative to serving in the Corps 
(Bureau of Health Professions, 1980b5. 

The Federal Goverhment has designated dental shortage 
areas since 1973.^Coukrties with fewer than 33 dentists per 
y)0,000 population received such designation for purposes 
of loan rcpaymflit programs from' 1973 through 
September 1977. Meanwhilen^eginning in Octdber 1974, 
the criterion of 20 dentists per^ 100,000 population was 
used to identify '"critical" demal shorUge areas (both 
counties and subcounty service areas) eligible for place- 
ment of NHSC dentists. 

In January 1978, modified criteria were implemented to 
better identify shortage a^e^sfor both types of programs. 




ia accordance with provisions of the Health Professipns 
Educational Assistance Act of 1976. Under these newy 
criteria, the number of dentists is adjusted to reflc 
ferential productivity based on factors such as age, type of 
practice, hours of work, and the use of auxiliaries. The 
re&ident population is adjusted to take into account the 
presence of seasonal and nii|rant populations. A basic 
criterion of ZO dentists pcf 100,000 population is ad- 
rjustable upwards to 25 per 100,000 where fluoridation is 
not present or high poverty prevails. The new criteria also 
allow 'for particular population groups and facilities to be 
designated as **shortage areas" (Bureau of Health Mai!*^ 
power, 1979a and 1980). At the beginning of 1981, 875 
geographic areas inhabited by 20.3 million people were 
designated as dental manpower shortage areas. In con- 
trast, there were 1 ,790 primary medical shortage areas with 
about twice as^many people (40. 1 hiillion^resifiing in them 
(Bureau of Health Professions, 1981b). 

Between 1973 and 1980, 884 dentists agreed to practice 
in shortage areas in return for Federal repayment of their 
educational loans (Bureau of Healtl^Manpowcr, 1980). In 
September 1980, 344 dentists and 12 dental hygienists were 
working in variojus Cental shortage areas under NHSt 
(Bureau of Health Personnel Development and Service, 
1981). The aljility of these progi'suns to alleviate 
geographi£.ife^rtag«Tli the long run, however, depends on ^ 
rates of attrition andxetention beyond the required service * 
periods. 

Some evidence exists that the geographic distribution of 
active dentists improved during the 1970's (table B). 
Between 1970 and 1979, the number of counties with np^ 

^dentists declined by 12 percent and the number with 25"^ 
dentists or less per 100,000 population declined by 5 per- 
cent. During the same period, the number of counties with 
mori than 25 but less than 50 dentists per 100,000 popula- 
tion increased by 10 percent, .while the number with the 

■ greatest supply of dentists (50 or more per 100,000 popula- 
tion) declined by 10 percent. However^ this shift in the 
distribution of dentists may be in part the resufi of greater 
population growth in nonmetropolitan Niian in 
metropolitan areas during the last decade (U.S. Bureau of_ 
the Census, 1981). |^ 



Distribution of couftfta^A^nHng to d«ntltt-lo- 
JnittdVPM, 1970 and 1979 



population rctlot: Unit 



Dentist to^oputation 
rstio^ 



.Year 



1970 



1979 



Percent 
change 
1970-79 



Number of counties 



No dentists 

25 dentists or less .... 
More than 25 but less than 

SOdentists 
50 dentists or mdre . 



• 279 
1,025 

1.334 
476 



245 
974 

1,466 
426 



-12 
-5 

+ 10 
-10 



^Tn« number of active^ivHIan dentists per 100.000 population 



SOURCE: Division of I 
fessiont, Health Rmou 
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ilth ProfeMlons Analytit, Bureau of Health Pro* 
I Administration Selected data 



actice Setting 



In 1980, most active dentists (approximately 87 percent) 
practiced either full time or part time in private practice- 
settings. The remaining 13 percent worked in a variety of, 
institutional settings, including the Armed Fot,ces, local,^ 
State, and Federal Government, hospitals, universities, 
and health organizations (American Dental Association, 
19g0a). \ 

In its 1977 Survey of Dental Practice, |he American 
Dental Association reported that approximatdy 78 percent 
of all private practitioners were in solo practice. 14 percent 
practiced with one other dentist, and the remaining 8 per- 
cent practiced in multiple dentist settings. 

Technological and organizational changes in dentistry 
have dramatically altered the practice setting of dentists. 
Historically, a typical dentist would practice alone using a 
single operatory, with few or no dental auxiliaries. 
However, the pracfice setting has evolved into a highly 
complex model in which one or more dentists operate with 
a variety of dental auxiliaries using multiple opcratories, 
highly differentiated equipnient, and sophisticated 
management concepts . 

Among the factors likel]^ to affect future practice arc the 
advent of franchisecl^ and retail ^tore-hased practice 
models, an increased use of advertising techniques, the ex- 
istence of more sophisticated financing mechanisms, the 
introduction of computer technology, and increased com- 
petition within the dental sector. 

Specialization . 

About 14 percent of all active dentists were specialisU in 
*1980. The dental profession* recognizes eight specialties 
beyond general dentistry. Orthodontists were the largest 
group; accounting for about 2 of every 5 dental speqialists. 
Oral surgeons, the next largest group, accounted for nearly 
one-fourth of all specialists. Periodpntists and pedodon- 
tists each constituted slightly more than 10 percent of the 
specialist pool.^Four other specialty types (endodontists, 
prosthodontists, oral pathologists, and public health den- 
tists) comprised the remaining 14 percent. 

In 1980, about 14 percent ofcall active male dentists were 
specialists, compared ^ith 5 percent of active fcrfmle den- 
tists. A larger proportion of female specialists were 
pcdodontists (38 versus 12 pWcent), whereas a substantially 
larger portion of niale specialists were oral surgeons (23 
versus 3 percent). 

During the past 15 years, a fairly rapid increase has oc- 
curred in the proportion of active dental specialists, grow- 
ing from 6 pctttni in 1965.to 14 percent in 1980. In the past 
few years, however, the rate of increase in specialization 
has slowed. Between 1975 and 1980, the proportion of 
specialists rose from 12 to 14*percent, an annual growth 
rate appreciably smaller than between 1965 and 1975. 

In recent years, ^significant increase has occurred in the^ 
number of graduates from general practice dental residency 
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programs. In 1S79, there were 817 general practice residency 
gradi^tcs, compared with 530 i|V 1973 (American DenUl 
A$so*ition, 1973-14 and 1979-80). A general practice' 
r residency program 'is a 1- or 2-year sequential hospital 
training program designed to provide the dental graduate 
j^ith a variety of experiences in providing complex dental 
^treatment services. The program incorporates rotational 
assignments in hospital medical services, including ex- 
perience in the emergency room. The experience gained 
from general practice residencies should enable the future 
general practitioner to provide a more comprehensive 
range of services and to treat more complex problems. 

To prevent overspecialization in dentistry and to better 
prepare dentists for service in shortage areas, the Federal 
Government has encouraged growth in general practice 
residencies through the Health Professions Educational 
Assistance Act of 1976. To receive .capitation grants under 
this Act, dental schoob are required to have at least 70 per- 
cent of newly filled positions in the primary care areas of 
either general dentistry or pcdodontics. The Act abo pro- 
vides for support of general practice residency training 
programs and stipend support for residents enrolled in 
these programs. Furthermore, to be eligible for capitation 
funds, deiftal schook are required ^by the Act to eithef 
establish remote site training experience for their students 
or expand enrollment (Bureau of Health Professions, 
l?80b). 

Auxiliary Manpower ^ 

Dental auxiliary personnel working on the dental team 
include dental hygienists, dental assistants, and dental . 
labyatory technicians. The denUl hygienist is a licensed 
oral health educator and clinical operator who, as an aux- 
iliary to the dentist, uses preventive, therapeutic, and 
cducikbonal methods to control oral disease for individuals, 
and groups. *rhe dental assistant typically assists the den- 
tist at chairside, prepares diagnostic aids, performs clinical 
and laboratory supportive functions, and provides oral 
health instructions. Dental laboratory technicians con- 
struct oral^ appliances following a dentist*s written 
prescription. 

Accredited training programs exist for hygienists, 
assistants, and lab technicians. The curricula of some 
hygiene and assisting schoob include training in one or 
more'expandc;d fnnctidns (depending on which expanded 
'functions a State allowis.that particular auxiliary to per- 
form). Hygienists receive a minimum of 2 years of train- 
ing. Though most assisting schoob are 1-year programs, 
many have found it necessary to add curriculum time to 
teach expanded functions. Tr^ning programs for lab 
t|M:hnicians usually cover 2 years. 

The use of auxiliary dental manpower has been increas- 
ing. In 1955, about 77 percent of all independent dentists 
(i.e., those not salaried) employed at least one auxiliary. 
By 197ff, nearly all dentists (about 95 percent) utilized 
auxiliary personnel of some type ^American DenUl ^ 
Association, 1980a). This trend is noteworthy since the use 



of auxiliaries tends to increase the overall productivity of a 
dentist; evidence exists that there is a strong and direct 
relationship between "the extent of auxiliary utilization and 
the average number of patient visits per week (Bureau of 
Health Manpower, 1979a). 

The . employment of dental hygienists has , risen 
dramatically during -rtie past few decades. Only 10 percent 
of independent dentists in 1955 employed at least one den- 
tal h)(gienist, while 53 percent employed hygienists in 1978 
(American Dental Association, 1980a). In 1977, there were 
>2,200 dental hygienists, a ratio of 27.3 per 1 00 active den- 
tists. This ratio has increased more than five-fold since 
1955 (Bureau of Health Manpower, 1979b). In 1977, the 
number of active hygienists per 100 dentists was about half 
as large as the proportion of denhsts employing hygienists, 
indicating that many hygienists worked for more than one 
dentist. » 

The proportion of dentists employing assistants also 
showed a notable increase between 1955 and 1978, rising 
from 71 to 90 percent (American Dental Association, 
1980a). The number of active dental assistants was 144,700 
in 1977, a ratio of 123 active assistants per 1^ active den- 
tists. This represents a sizable -increase since 1955 when 
there were about 3 active dental assistants to every 4 active 
dentists (Bureau of Health Manpower, 1979b). 
The Allied Health Professions Personnel Training Act 

, of 1966 (Public Law 89-751) was the first to authorize 
Federal support- 6f allied health professions training. This 
support provided for construction grants, educational im- 
provement grants, traineeships, and project grantsTo eligi|- 
ble allied health training centers or their taffiliatcd 
hospitals. Ehiring the next several years, legislaHon was 
passed which extended these programs and added new 
ones. Then in 1973,. the Health Program Extension Act 
(Public Law 93-45) was passed which eliminated construc- 
tion grants, basic improvement grants, scholarship grants, 
wprMtudy aid, and student loan assistance. 

!n;recognition of the increasing role of auxiliaries in dental 
care, the Health Professions Educational Assistance Act of 
1976 (Continued Federal support to schools of dentistry to help 
finance programs for the training of expanded function den- 
tal auxiliaries and for the training of dental students in the 
organization and management of multiple auxiliary dental 
team practice. These authorities were repealed, however, by 
the Omnibus Budget Reconciliation Act of 1981 (Bureau of 
Health Professions, 1980b). 

In recent years, some State jurisdictions have amended 
their laws to permit tWttentist H> delegate a wide range^f 

^ clinical functions to dental hygienists and dental assistants. 
Evidence exists that 'an increasing number of States are 
permitting these denta) auxiliaries to perform expanded 
functions (American Dental Association, 1980b). 

Women and Minorities 

Although most dentists are male, a substantial increase ^ 
occurred in the enrollment of women students in dental 
schools during the 1970*s. At the beginning of the decade 



(1971-72), only 3 percent of entering dental students were 
women; by 1979-80, they comprised 18 percent of the first- 
year students (American Dental Association, 1980a), As a 
result, future increases can be expected in the percentage of 
womcn^dentists from the 1980 level of 2-3 percent. 

The supply of women dentists is somewhat concentrated 
geographically. At the beginning of 1980, about 52 percent 
of all active civilian female dentists were located in six 
States (Massachusetts, New York, Pennsylvania, Illinois, 
Texas, and California), compared with 41 percent of all 
male dentists. The percentage of women dentists ranged 
among States from none in Idaho to a high of 3,3 percent 
in Massachusetts and Illinois (American Dental Associa- 
tion, 1980a). • , 

In contrast to women, enrollments of minorities in den- 
tal schools increased only slightly during the lS70's, About 
12 percent of all first-year dental students in 1979-80 were 
classified as minority, compared with about 9 percent in 
1971-72, Bliipk students accounted for only about 37 per- 
cent of all minority students in 1979-80, compared with 59 
percent of i\ minority students in 1971-72, Throughout 
the I970's, the proportion of all first-year dental students 
that were black was about 5* percent (American Dental 
Association, 1980a). 

Summary 

Since 1%5, the number of active civilian dentists as well 
as the ratio of dentists to population has increased steadily. 
These increases can be attributedyn part, to Federal policy 
initiatives. 

Much geographic variation is evident in the supply of 
dentists, Dcntist-to-population ratios tend t© be greater in 
metropolitan areas. Furthermore, greater supplies of den- 
tists exist in targer metropolitan areas z^id in larger cities 
within nonmeuopolitan counties. These differentials result 
. from social and economic determinants of location for 

— dentists. There has been much Federal legislation directed 

N^at improving the iilcquitable geographic distribution; some 
evidence exists that the distribution has improved during 
the 1970's, 

Most dentists (about 87 percent in 1980) practice ip 
private noninstitutional settings. About 3 , out of every 4 
dentists are in solo practice. With expanded technology 
and increased use of auxiliaries, the dental practice setting 
• has become quite complex. 

During the past 15 years, a fairly rapid increase has oc- 
curred in the. proportion of active dentists who are 
specialists. Aboyt 14 percent of all dentists were specialists^ 
m 1980. Recently, however, the 'rate of increase in' 
specialization has slowed. The Federal Government has en- 
* couraged a rise in the number of general practice residen- 
cies as a means of mitigating overspecialization and of bet- 
ter preparing dentists for service in shortage areas. 

The use of auxiliary dental manpower has been increds- 
mg. As of 1978, nearly all dentists employed at least oic 
auxiliary. This trend is jioteworthy since the use of aux- 
iliarict tends to increase the overall productivity of a.den- 



tist. In particular, the proportion of dentists employing 
hygienists has risen dramatically. 

A'substantial increase occurred during the I970's in the 
proportion of women among first-year dental students. 
Enrollments of minorities as first-year students have also 
increased, but at a slower rate than for women. 
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Introdactioii 

Health niaintenance organizations are not new. They 
have been in existence since the late 1 WO's, although under 
different names, such as prepaid group practice plans or 
foundations for medical care. While this type of delivery 
service had a small group of vocal adherents, it was not un- 
til the 1970's that expansion of such plans became a matter 
of Federal policy. 

In February 1971, President Richard M. Nixon delivered 
a health message to the Congress in which he called for in- 
novation and reform In the delivery of health care to 
restrain the rapid' increase in health care qpsts. He ad- 
vocated expansion of the health maintenance organization 
(HMO), This position was amplified in May of that year in 
a White Paper, * 'Towards a Comprehensive Health Pohcy 
for the 1970's," .developed by the Department of Health, 
Education, and Welfare. That paper defined HMO's as 
''organized systems of health care, providing comprehen- 
sive services for enrolled members, for a fixed, prepaid an- 
nual fee. No matter how each HMO may choose to 
organize itself (and there arc various models), from the 
consumer's viewpoint, they all provide a mix of outpatient 
and hospital services through a single organization and a 
single payment mechanism." 

The Administration's advocacy of HMO's to contain 
costs while preserving the (Juality of health care was based 
on the performance of a small number of prepaid plans in 
existence in 1970. Published data, summarized in the 
White Paper of 1971 , showed three areas Ifc^^w^*^ 
fered from traditional fee-for-servicc hcaitn care: 

• Use of inpatient services was 40-50 percent lower. 

• Overall costs were 15-20 percent lower. 

• Quality of care was better or at least equalt 

To aid in the expansion of HMO's, the Administration 
submitted a bill to Congress early in 1971 in which the 
definition of HMO's was embodied, but it was not until 
December 197) that a bill was finally passed and signed in- 
to law (Public Uw 93-222) (Falkson, 1980). That act, 
among other things, provi4i^||^artW support for HMO 
development, rcBcf from certain rest/rictivc Sutc laws 
(Aspen Systems C:orporation, 1973)C and mandatory 



market access for HMO's, i.e., under the act, certain 
classes of employers were requirixi to offer their employees 
the option of membership in an HMO health plan, if 
available. To obtain these Vnefits, the HMO had to con- 
form to a strict and extensive set of requirements. Among 
these were: acceptance of community rating, a premium * 
setting concept where the high- and low-risk groups in a 
community are averaged^ open enrolhnent, a^concept of 
recruitment designed to guard against adverse selection of 
low-risk groups to the disadvantage of high-risk groups; 
and the provision of a mandatory set of basic benefits. 

That act was subsequently amended in 1976 (Public Law 
94-460) to limit the original restricfions, particularly with 
respect to open enrollment, comtnunity rating, and basic 
benefits, thereby making conformance easier, and 
presumably increasing the number of qualified HMCVs, 
From the HMO's peigpeqjtive. Federal qualification pro- 
vided tw<f distinct benefits— ^.vailability of Federal loans 
and mandatory access to markets— but the price for these 
benefits was Federal regulation. Not all existing HMO's 
chose to become qualified. Some did not because they did 
not need the money. Still others did not >^h to become 
subject to the regulations. The act was further amended in 
1978 to provide loans for construction, training for 
managers, and provide safeguards gainst conflicts of in- 
terest and other financial abuses (Public Law 95-!559), 

While the original Health Maintenance Act was making 
its way through the legislative process, the Congress, in an 
attempt to contain the escalating costs of the Medicare 
program, amended the Social Security Act in (Public 
Law 92-603), They added Section 1876 which included 
specific conditions under which HMO's tould contract to 
enroll Medicare beneficiaries on either a riskbr cost basis. 
Under a cost contract, the HMO is paid the "reasonable" 
costs of the covered services it furnishes to its enroUecs 
who arc 'beneficiaries under Title XVIII of the Social 
Security Act (42 CFR 405,2040-405,2048), Under a 
risk-based contract, the total payment to ^the HMO is, 
determined by comparing the. HMO's adjusted per c^i^ 
incurred cost of providing covered services to the adjuste4 
average per capita cost of providing such services to ^a 
similar beneficiary population outside the HMO, If the 
former cost is less than the latter, savings up to 20 percent 
are shared equally by the HMO and the Government, If 



the adjusted pa* capita incurred cost is greater than the ad- 
justed average per capita cosu, the losses are borne by the 
HMO (42 CFR 403,2049^5.2054), 

With this brief background, the growth bothln'^iiumber 
of HMO*s and in enroUment is discussed. First, overall 
growth is examined, looking at the time period before and 
after the Federal legisla^on.* Then growth in HMO enroll- 
"tnent for three major Federal programs is examined 
because of the number of people involved: the Federal 
Employees Heahb Benefits Progras^, Medicare, and 
Medicaid. ' . 



Nationwide Grpwfh^ 

Nuiber of HMO's 

For this analysis, an HMO is defmed as an organization 
that provides at least ambulatory ahd inpatient services to 
a voluntarily enrolled population on a prepaid basis. The 
HMO may be federally^qualified or qui^flable as indicated 
iaJhe intK>duction or unqualified. Private employer and 
unio/l organizations that restrict membersltip to a par- 
ticular group of employees or union members have not 
been included, nor have those short-lived California 
Prepaid Health Plans organized in the middle 1970's to 
reduce the costs of Medicaid, which are discussed later in 
this article. 

From the star; of the Ross- Loos Clinic in 1929, generally 
accepted to be the first of the HMO's, the number of 
HMO's grew slowly until 1965 when about 20 plans were in 
existence. By the beginning ofi(1970, themumber had in- 
creased to 26, with rapid acceleration in the following 
years. After 1970, the average rate of incr^iasc was about 
22 HMO's per year (figure 1). This inaeased rate after 
1970, compared with earlier years, begaf at roughly the 
time of Federal involvement in 1971-, and it was relatively 
unaffected by the passage of t\yt HMO Act of 1973 and 
subsequent amendments. 

Not only was there a substantial increase in the number 
of HMO's but there was also a'substantial increase in the 
number of States in which they operated: This increased , 
geo^^bic spread was observed particularly during the 
1970-80 period (table A). 

Nuiber of EaroBccs 

« Enrollment figures befohe 1970 are not based on 
organized data colleaioi]|| They are based on estimates 
made by assuming that the growth in total membership 



Unless othennse cited* the dau presented tre attributable to two banc 
sources. Dau for 1970-75 and 1978-W are from surveys cooductad by the 
Office of Heahh Maimenancc Ofanizations, Department of Health and 
Human Services. Dtta Tor 1976 and 1977 are from sttrveys conducted by a 
coaiitkm of pnvue organuatuMu, indudinf the Group Heahh Asteda- 
tion of America, the American Croup Practice Atsodatign, the Arnenm^ 
Association of Foundations for Medical Care, the Health Insuranice 
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FlQura 1. Mumbar of hMlth nnalntananca organtiationa (HMO's): 
UnHsd Stataa, 197M0 



Tabis A. Statss and Ji 
organizations (HMO's) In 
yaars 1930-60 



Year 



haalth malntananoa 
Ion: UnHad Statas, silactad 



HM0*8 in operation 



Number of 
States 



Jurisdictions 



1930 2 

1940 3 D.C. 

1950 6 D.C. 

1960 * 9 D.C. 

1971.... 15 .D.C.Quam 

1976 36 ^ D.C. Quam , 

5980 37 D.C, Quam 

SOURCE: Offica of H—itf\ Maintananca Oroanlzationa. Oapartmant of 
Haalth and Human Sarvicd^ Salactad pu. 



paralleled that of the Kaiser organization, a large and in* 
fhiential HMO, for whkli good data are available 
(Somers, 1971). Up to 1950, enrollment growth followed 
the slow but steady growth in the numbers of HMO's. In 
each of the next 10 years, however, HMO enroUment more 
than doubled* reaching 3.1 million enroUees in the 30 
prepaid plans in existence late in 1970 (figure 2). 

Strong acceleration in HMO enroUment was thus 
esublished well in advance of the 1971 initiative and has 
continued until 1980 with an estimated 9.3 million 
members, a 300-percent increase since 1970. ' 



jpoyemment Progruns 

Federal Employees He^h Benefit PbiB 

The Federal Employees Health Benefit Plan (FEHBP> 
was initiated under two acts of Congress. The fu'st was the 
Federal Employees Health Benefit Act of 1959 which pro- 
vided health benefits for employee^^d their dependents 
(Public Law 86-382). The second was the Retired Federal 
Employees Health Benefits Ad of 1960 (Public Law 
86-724), which called for a health benefits program for 
annuitants. 

As a result of these acts, employees or annuitants were 
offered a, choice of two national plaqs— a service benefit 
plan offered by Blue Cross and Blue Shield and an indem- 
nity plan underwritten by AETNA. Employees could also 
choose from a vmcty'of employee organization plans and 
from a number of prepaid plans (now usually called 
HMO's). The prepaid plans incAded group practice plans 
as well as individual practice plans. 

The number of persons covered by FEHBP has grown at 
a rate of more than a quarter million people per year— 
from 5.48 million in fiscal year 1961 to 10.03 million in 
fiscal year 1979, an increase of 83 percent— making the 
program the largest grou^ plan in the United States (U.S. 
Civil Service Commission, selected years 1962-78; U.S. Of- 
fice of Personnel Management, 1979-80). During the same 
time period, HMO's increased their members from 
315,731 to 867,180, an increase of 175 percent, which was 
substantially greater than the growth of the Overall 
FEHBP program. However, the HMO share of covered 
employees rose only moderately from 5.8 to 8.6 percent, 
an increase of 48 percent (figure 3). 

As for the number of HMO's under contract to FEHBP, ' 
little change was observed from the inception of the pro- 
gram in 1960 to 1975 when the number of plans hovered 
around 20. After 1975, the numbers increased substantially 
each year, re^ihing 69 in 1979. However, while a marked^ 
increase has occurred in the number of HMO's, most of 
the HMO enroUees— 74 percent of the 1979 enroll- 
ment—were in the original 1961 HMO plans, 15 of which 
are still under contract to FEHBP (U.S. Civil Service Com- 
mission, selected years 1962-78; U.S. Office of Personnel 
Management, 1979-80). 




Medicare « 

About 2^ million people are eligible to receive 
under Medicare, bi^t only about 554,000 of those 
(2,2 percent) were enrolled in HMO's or prepaid pra^e 
plans as of December 31, 1980 (Fowler, 1981), Enrollment 
of eligibles in prepaid plans on a cost-reimbursement basis 
has been authorized since 1967 under Section 1833 of the 
Social Security Act, Growth in enrollment has beeh.steady 
with a somewhat increasing rate of growth after 1972 
(Fowler, 1981), but most of the enrollment has been the 
result of **aging in/' i.e., people who are members of 
prepaid plans convert their membership upon becoming 
eligible for Medicare benefits. In 1980, 34 plans were par- 
ticipating undep-Section 1833. 

In 1970, boWi the Congress and the Administration 
began to explore ways to contain the escalating costs of the 
Medicare pfogram. Legislation was introduced in 1970 to 
permit the Government to conuact with HMO's and to 
provide prospective reimbursement at 95 percent of the 
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Figure 2. Health malnltnanot organisation (HMO) enrollmant 
UnHad States, 197040 
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prevailing Medicare fcc-for -service costs. However, it was 
not until 1972 that agreement was reached (Public Law 
92-W3, Section 1876) to permit the Government to con- ' 
tract with HMO's on either' a cost or risk basis (Falkson, 
1980). This lei^Ifttion was far different from what had 
been proposed originally. The Hrst contract was awarded 
in October 1976, following the preparation of the ap-, 
propriate regulations. The number of contracts has grown 
substantially— 1 in 1976, 13 in 1978, 29 in 1979, and 39 by 
the end of 1980 (Fowler, 1981). However, only one of these 
contracts is of the risk type. . 



Medicaid 

About 21 million people were eligible to receive medical 
services under Medicaid in 1980. However, only 16 of the 
50 States have contracted with HMO's to provide these 
services to Medicaid eligibles, and only about 265, QW of 
^^^ligible (1 .5 percent) were enrolled in 1980 (Office of 
^^PI^^^Ndkiintenance, Organizations, 1980)^ ¥oW 
States— California, Maryland, Michigan, and New 
York— accounted for %S percent of that enrollment. 
In contrast to the consistent but slow growth of HMO 



enroUment among Federal employees and Medicare 
bemfkiaries, the Medicaid enroUment rose and fell rapidly 
with events associated with California's Prepaid Health 
Plan activity. 

In 1972, California implemented a different method of 
organizing, dancing, and delivering h«dth care to \ ' 
beneficiaries of Medi-Cal, the State M^caid program, to 
combat the continuous rapid rise in the cost of tMt pro- 
» gram. A new law passed by the California legislature in 
|971, the Medi-Cal Reform Act, permitted the California 
Department of Health to contract^^jiqth prepaid health 
plans (PHP's) fot the delivery of ^ealj^h^a^^ Medicd^ 
beneficiaries. The PHP's were similar to HmB^ in that 
both were private organizations that agreed to provide a . 
broad range of health services for a fixed monthly fee 
either through their own employees or through contracts 
with other providers. 

The program grew rapidly, reaching a peak in June 1975 ' 
with more than ^5^,000 eligiblcs enrolled in 45 PHP's 
(California Sute Health Department, 1972-80). As the 
program gi'ew, so did reports on fraud, abuse, self-dealing, 
improper' marketing and enroUment practices, and less 
than adequate quality of care. Reform of the system was 
begun in Calif ^nia in January 1975 and by the Federal 
Government (U.S. Senate, 1978) following the amend- 
ments to the HMO Ad in 1976, permitting, with limited 
exceptions, only qualified HMO's to contract with States 
to provide appropriate health services. ^ 

Just as the enrollment and number of PHP's increased 
dramaticaUy, they both decreased precipitously after the' 
peak in 1975. By November 1977, only 125,000 were 
enroUed in 13 PHP's, a 50-percent reduction in enroUees 
and a 71 -percent reduction in the number of PHP's. Since 
1977, relatively little change'has*een observed (California 
State Health Di^p^utment, 1972-80). 

National enroUment data for HMO's or PHP^'i has been 
computed only for selected time periods (table B). While 
the number of enroUees increased by 45 percent from 1972 
to 1980, the number in 1980 (265,000) represented only 1.5 
percent of those eUgible, with the peak enrollment Tta6Tdr 
ed in November 1977. On^he other hand, the numBicr of 
HMO's or PHP's providing care increased from 17 in r972 
to 48 in 1980, an increase of 182 percent. D^ite the 
problems experienced by California with its PHP§ in the 
mid-1970's, the increase in enroUees from 1972 to \^S0 was 
greater in Cahfomia than in the remainder of the States (58 
percent versus 38 percent). w 

As indicated earUer, only 16 Stamjiand the District of 
Columbia were involved in contiroing with HMO's in 
1980, up from 1 1 in 1972. Although this is a substantial in- 
crease in percentage terms, from a practical point of view, ^ 
it is not' significant. , 

Summary 

A steady increase has occurred in both the number of 
HMO's in existence and the number of people enrolled in 
them, particulariy since the mid-1 970's. However, 



Table B. MMlcald enroHnwrit and hMHh malnt«nanc# oroanlxa* 
tiona (HMCt) wtth Madlcald tnroHMt, according to loeatlofi: 
UnHMl StatM, ••Itctad yMfS 1972-60 



Medicaid enrollment 



Year and location 



Number 
' persons in 
thousands 



ca^d en 



Number of 
HMO's 



1972 — 

Total 183 ' 17 • 

California 71 * 4 

Other States 42 13 

1973 

Total .287 60 

Californfe 197 . 43 

Other States M 90 17 

'\ 1977 

Total . 305 46 

California 125 13 

Other States 180 33 

1980 

Total 265 48 

California 111 12 

Other States -154 36 

SOURCES; (Medical Services Administration, 1972 and 1974. Office of 
Health Maintenance Organizations, 1977 and 1960 ) 



enrollments in HMO's in 1980 represented only about 5 
percent of ail people covered by either private public 
health insurance. This indicates that substantial growth of 
this system of health delivery may lie ahead. 
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Health Care Expenditures 

by Barbara G. Weichert, National Center for 
Health 'Statistics 



Introduction 

During the past two decades, the Nation's health care 
bi(l has been rising rapidly at an average rate pf 11 .7 per- 
cent per year. In 1980^ health care expenditures in the 
United States totaled $247.2 billion, an average *of $1,067 
per person (Gibson and Waldo, 1981). During the same' 
period, the gross national product (GNP) has risen at an 
average annual rate of 8.6 percent. Consequently, national 
health expenditures have been claimitag an increasing share 
of the GNP, reaching 9.4 percent in 1980 {detailed table 
60). These statistics are viewed with considerable con- 
cern — both in terms of the rate of increase and the current 
absolute levels of health care spending. 

This artide briefly disbusses increasing health care ex- 
p^ditures in other industrialized countries. Then, chang- 
ing patterns of heahh care spending in this country and the 
components of increase in that^ending are examined. 



Table A. HeaHh cart exflvhdituras as a percent of groM national 
product Selected countries, selected years 

Year 



Country 








197^ 




1960 


1965 


1970 


Australia 


... 5.0 


52 


5.6 


7.0 


Canada . . . 
Finland . . . . • . 


5.6 


6.1 


71 


7.1 


4.2 


5.2 


• 5.9 


6.8 


France 


. . 5.0 


5.9 


6.6 


8.1 


Federal Republic of 










Germany 


. . 4.4 


5.2 


6.1 


9.7 


Netherlands . . . . 




5.0 


6.3 


8.6 


Sweden 


3.5 


5.8 


7.5 


8.7 


United Kingdom. 


... 3.8 


3.9 ■ 


4.9 


5.6 


•United States. . . . 


5.3 


5.9 


7.2 


8.4 


SOURCE. (Slmanis, J G 


and Coiernan, J 


R. 1980) 







the percentage of GNP devoted to health care in 1960, by 
1975 it ranked fourth (table A). 



Expenditures in Other Countries 



Sources and Types of Payment 



The phenomenon of rising health care expenditures is 
not unique to the United States, nor are expenditures rising 
more rapidly in this country than elsewhere. Other western 
industrial nations have been experiencing similar increases 
in recent years, with many exhibiting annual «rates of 
growth for health expenditures in excess of 16 percent. For 
instance, a comparison of heaUh care costs among nine in- 
dtistrializetf countries, for the period 1969-76, shows six 
countries with average annual increases ranging from 
about 17 to 21 percent; only the United States, Canada, 
and Sweden registered increases of less than 15 percent 
(Slmanis and Coleman, 1980).^ 

In addition, health care costs for all these countries have 
generally been increasing at a more rapid rate than their 
GNP. As a result, healtH care expenditures have risen as a 
percent of GNP and thu%an increasing share of national re- 
sources is being allocated to health care. Although the 
United States ranked second among these nine countries in 



^The dau in this study were adjusted to allow for differences in reporting 
procedures between countries in order to imp>rove comparability. 
Althoufh there ar^ more recent data for some of these countries, they 
have not been similarly adjusted. 

O 



Because of the increase in private health insurance 
coverage and government programs, the percentage of 
health care charges paid out-of-pocket has been declining 
in the United States for the past several decades. In 1950, 
two-thirds of personal health care payments were made 
the patient; by 1980, this proportion had declined to one- 
third (detailed table 67). 

Third^Party Payment 

Private health insurance paid approximately 27 percent of 
the Nation's personal health care bill in 1980. The growth of 
health insurance began gaining momentum during World 
War II and continued at a rapid rate through .the 1950's and 
early 1960's. Public expenditures for health care include 
payments by Federal, State, and local governments. In 1965, 
public expenditure^ for personal health care represented 22 
percent of total odfiays, increasing to 40 percent by 1980 
(detailed table 6p. The Federal share of the public payments 
is by far the largest, and it began to grow rapidly with the im- 
plementation of Medicare and Medicaid! in 1966. While State 
expenditures for Medicaid also gre>^at a rapid rate, other 
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categories of State and local health carr^txpenditures have 
not. For example, net expenditur^i^^r State and local 
hospitals COTipnsed approximately one-half of total State and 
local heahh care expenditures in l96>?From 1969 to 1979, the 
number of beds in State and local psychiatric b&spitals 
decreased by about 65 percent, thus retarding growth in this 
area of expenditure. The number of. beds in other types of 
State and load hospitals either remained relatively stable or 
decreased as well. Because of the slower growth in this and 
other categories of State and local health care expencljitures, 
the impact of rapid growth in Medicaid CTi^nditures. has been 
mitigated. as a whole. State and local health care ex- 
penditures maintained a >teveh share of total health car^ 
expenditures. 

A fundamental purpose of private health insurance was 
to spread the risk of large health expenditures, thereby 
reducing the possibly catastr^hic burden on a family for 
an unexpected and costly illness. On the other hand, 
government programs, such as Medicare and Medicaid, 
were intended to remove barriers to access for medically 
underserved segments of ther^opulation, primarily the 
' aged and the poor. ' A • 

Available data are not sufficient to accurate lirmcasure 
the extent to which these objectives have been met^lt ap- 
pears that the percentage of families spending substantial 
proportions ^their incomes on medical care did not 
change appreciably. For example, approximately 11 per- 
cent of families spent 15 percent or more of their incomes 
on medical care in 1953, compared with 10 percent of 
families in 1970 (Andefsen, Lion, and Anderson, 1976; 
Anderson and Feldman, 1956). Increased third-party ^ 
coverage for many itypes of health care has possibly en- 
- abled families to afford normally uncovered types of care 
such as dental care and psychiatric treatment. Alterna- 
tively, without expanded third-party coverage, the propor- 
tion of families spending an excessive portion of their in- 
come on health care could have substantially incr^|d 
rath|«-4Kk|i remaining relatively stable, given the 
growth iif the sophistication and cost of health care. 

A major area of change in utilization is for hospital care; ^ 
both private health insurance and public programs have 
emphasized hospital coverage. In 1930, a great disparity 
existed in hospital admission rates between income 
groups — a rate of 59 per 1,000 for the lowest income 
group, compared with 106 per 1 ,000 for the highest group: 
By 1953, the rates had equalized (Anderson and Feldman, 
1956) and for the years since, hospitalization rates have 
remained relatively stable for higher income groups while 
increasing markedly for the lower groups (detailed table * 
42). Thus, these rates are now considerably higher for' 
lower income groups than for higher income groups. Most 
studies have shown that l#w-income groups experience 
more illness than do high-incpme groups (Luft, 1978). v 

While the growth of third-party payment has had \^ 
desirable effects on the distribution of health care, it has 
also had an impact on health care costs. The presence of 
third-party payment tends to blur the relationship between 
the amount and type of health care services consumed and 



their costs. In*othe/ w^ds, the out-of-pocket cost of 
health care to the^nwimer, at the time of services; is 
reduced or eliminated— encouraging both provider and 
consumer to incixase utilization, dqnand higher quality 
care, and thereby generaje higher costs. 

Types of ^penditores 

Another important factor in the grow^<ifitependitures 
for health care has been the growth^ the hospital sector. 
In addition to increasefH utilization and costs of inpife> 
hospitals have been the m^jor investors in an increasingly 
com1)lex and costly medical technology. Hospital care ex- 
Q^Mitures, traditionally jplaiming the largest share of the 
Salth care dollar, h^ve iitreased from about 30 percent of 
total expenditures in 1950 to 40 percent in 1980 (dfe ailed ^ 
table 68). During tte" last .several years, the expenditure 
share of hospitaLoare.has remained stable, largely as a 
result of the rapid increases in nursing home ca^e expend- - 
itures. In 1950; outlays for nursing home care accounted 
for 1 ,5 percent of total health care expenditures; by 1980, 
they accounted for 8,4^percent. 

Expenditures for physician ^ervicc* have exhibited a 
large increase in absolute dollars. However, they have 
decreased slightly as a pro5J>rtion of total health care ex- 
penditures—from 22 percent, in 1950 to I9i3ercent^in 1980. 
These expenditures for physician services^ however,^ , 
understate the physician's impact on total health care 
spending.. Physicians arc the primary influence regarding 
decisions on ^pspitalization— which patients are admitted, 
what type of care is received, and the length of stay^arid 
resultmgcosts. Moreover, they have a decided influence on 
prescripfion drug expenditures. . • 

As with physician services, expenditures for dentist serv- 
ices have increased substantially in absolute amounts while 
decreasing- slightly as a proportion of total expend- 
itures—from 7.6 percent ir( 1950 to 6.4 percent in 1980. 
Other major health expenditures include drugs and drug 
sundries, administration of health insurance plans, and 
health related resear(m and construction. In 1980, these 
categories account^for 7.8 percent, 4.2 percent, and 4.7 
percent, respectiydy, of all health expenditures (detailed 
tablcl68). 



Components of Increase 

Although nunMTous and complex factors affect health 
care expenditures, the three basic components of increase 
are pxices, population, and changes in use and/or services. 
The level of health care spending is determined by the 
quantities of various purchased services anid the price of 
each service. Quantities change as a result of changes in the 
size and characteristics of the population and in utilization 
patterns. Rapid increases in health care prices, however, 
have been the primary force behind the enormous growth 
in aggregate Jicalth expenditures. Between 1965 and* 1980, 
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^ price increases accounted for *58 percent of tlie growth in 
health care spending. Moreover, bet>ycen 1979 and 1980, 
75 percent of the increase in personal health c^re expend- 
itures could be attributed to prices (detailed table 61). 

Prices 

Historically, medical care prices have consistently out- 
paced the growth of general consumer prices (detailed 
table 63}. Since 1950, the overall Consumer Price Index 
(CP!) more than tripled, increasing at an average annual ' 
rate of 4.2 percent. However, the medical care component 
of the CPI quintupled, growing at an average annual rate 
of*5.5 percent. 

The Consumer P.rice Index has been criticized on two 
counts— for not removing completely the effects on prices r' 
of changes in the quality of health services and products 
and for the items priced not adequately representing the * 
filll array of medical treatments and prac|||rs. Never- 
theless, the medical gare component of the CPI is still the 
most widely used indicator of health care prices. 

During the 1970's,'^ increased prices for medical care 
services, rather than medical care commodities (e.g., drugs 
and medical'supplies), have had the gr^test inrpact on the 
differential in growth between medical and ^consumer 
prices (detailed table 64). The growth in medical care 
services charges has been particularly rapid fo^ hospital 
care. Fgr exam^ple, between 1979 and 1980, charges for^ 
hospital serviced increased by almost 14 percent and 
hospital ri^om charges increased by 1 3 percent. Growth in 
charges for professional services has also been rapid; be- 
tween 1979 and 1980, both physician and dental fees 
increased by about 12 percent. 

In spite of the rapid growth in health care prices, the gap 
between mcreases in h'ealtlrcare and general consumer 
prices has been narrowing in recent years. In fact,^ring 
both 1979 and 1980, the increase in the overall CPI 
surpassed the inpreasCtn the medical care component (de- ^ 
tidied ub1^^-62^. This has been primarily the result of 
increased inflationary pressures in other sectors* of the 
economy, most notably energy, housing, aiid food. 
However, data for the first 6 months of 1981 suggest a 
reversal of th^s trend; with the increase in the medical care 
component surpassing the ail items index. ^ 

Popobitioii 

Changes in p<!^ulation size and composition. have a 
direct impact on a nation's expenditures for health care. 
While population growth was an important factor rn 
healthcare expenditures during the post-World War II 
period, it accounted for only 9.0 percent of the increase for 
the more recent period 19^-80 (detailed table 61). 
. Currently* it is the changing age distribution, specifically 
the increasing proportion of people 65 years of age and 
over, that is having an effect on health expenditures. In 
1950, abgi^t 8 (^rcent of the pop\^lation was 65 years of age 
and over. By 1980, this group represented more than 11 



percent of the population, and it is projected to exceed 12 
percent by the year 2000. 

* .Health care spending for this group is higher than it is 
for the younger population. In 1978, per capita personal 
health care expenditures for people 65 >%ars of age and 
over were seven times that for people under 19 years of age 
and ViiO and one-half times that for people 19-64 years of 
age (detailed table 74). Consequently, the elderly account 
for 29 percent of total health expenditures, although they 
comprise only 11 percent of the population. 

These differences generally, reflect the more serious 
nature of illness and greater prevalence of chronic condi- 
tions among older people. For example, the elderly have ^ 
more physician visits per person, higher rates of* 
hospit^dization, and more days of care in short -stay 
hospitals than younger people (detailed tables 34 and 42). 

Another area of high utilization by the elderly*is nursing 
home «kre. People 65 years of age and over accounted for 
86 perOTit of those >in nursing homes in 1977'^(National 
Center for Health Statistics, 1979). Expenditure increases 
for nursing home care have bten rapid and this growth 
could be intensified because of the projected growth in the 
elderly population, even if current use rates remain the 
same (Fox and Clauser, 1980). 

An indication of the increase in nursing home care ex- 
penditures that results from the aging of the population 
can be obtained by using average monthly charge data for 
specified age groups from the National Nursing Home 
Survey. (National Center for Health- Statistics, 1979). 
Monthly per capita charges are calculated for four p6pula- 
tjpn groups: under 65 years of age, 65-74 years of age, 
7^:84 years of age, and 85 years of age and over. These 
charts are then applied to the corresponding^ population 
t)y age for the years 1^8, 1979, and 19^0 and the products 
summed for each year. The resulting aggregate ex^<J- 
itures reflect thAimpact of the growing proportion of the 
elderly populatioiTWhile holding price and utilization cons- 
tant. The percent change for eSch year thus represents the 
increase in these expenditures accounted for by the aging 
of the population. The indication is that this change in^the 
age distribution accounts for approximately half of the in- 
crease in nursing home care exft Mid itures not attributed to 
rising priqes (table B). ^ 



Table B. Annual IncmMt in nursing itome txp«nditur»t, 
according to contributing factors: United SUtts, 1977-80 


Period^ 

4 


Total 


Factor \ 
Price^ Population Utilization^ 






♦Annual percent irwfcase • 


1977- 78 . 

1978- 79 

1979- 80 


15,2 
18.1 
174 


7 5 3.o| 4.0 
9 1 3.2 4.9 
9 7 3.3 3.6 



'National Nursing IHome Input Priee Index « 
Calculated aa a residual category 

SOURCES (National Center for Health Statistics. 1979. U S Bureau of the 
Census. 1980, Health Care (financing Administratlon,'1980 ) 
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intensity 

Increased consumption of health care accounted^or 33 
percent of the increase in health care expenditures between 
1965^and 1980 (detailed^ table 61). As discussed earlier, 
tliird 1|uty payment mechanisms, among other factors, 
-have contributed to the growth in the utilization of h^lth 
care services. Government programs have removed many 
Qf ftie barriers to access for previously underserved groigjs, 
in particular the elderly and the poor. Private health in- 
surance has enhanced the ability of many families to pay 
JCThcalth care. In addition, utilization increases with age . 
land -the elderly are a growing proportion of the popula- 
tion. ^ 

Physician visits have actually decreased^ for the popula- 
tion as a whole between 1973 and 1979, however. Rates of 
hospitalization and the number of nursing home residents 
have increased, but the increases are not large enoujjh to 
account for the rise in expenditures resulting from greater 
health care consumption. Therefore, changes in the com- 
""^^exi^^ services provided ^uring these 

physkian visits or episodes of inititutionaljzation have ac- 
couDteFfor. a substantial part of the increase in health care 
* expenditures. ^ 

Numer'otk ''advances in medical technology have been 
made during the past few decades and their diffusion has 
been relatively rapid. The effect has been a substantial 
change in the health cafe product because of the increase in 
the quantity and quality of resources drawn into the health 
<are sector. . ' 

These technologies range from the development of new 
vaccine^ and laboratory tests to sophisticated treatment 
processes such as renal dialysis. Each technology presents 
both costs and benefits that must be weighed before a 
determinatipn-ef its net effect on health care expenditures 
9an be made. Far example, a n^w ^ccine could decrease 
,costs by prfventing'disease. On the other hand, the costs of 
developmg and administering the vaccine and the cost of 
possible adverse effects could override any savings 
reaiged. ^ ^ ^ 

Aie new technologies have benefited the populatioit-as^ 
a wlrole'fe.g,, vaccinei^d antibiotics) and others, a 
specif ic.groiip (e.g., open-heart surgery and renal dialysis). 
Q?iestfons havje 'been raised^ howeve^, abotit^jhe . apd[^ 
propriat^nesr and efficacy of many of the new 
techiplogws, particularly those thdii arc costly and impact 
upon onl^ a small proponion of the inoculation. In other . 
words, it has been suggested t'^at some technologies are 
being overused and the benefits derived from particular 
treatment procqj*e5 may not be comn^ensurate^with their 
cost (Russell, 1579) 



Sumi^ry 

Health care expenditures have been.rising rapidly in the 
United States and claiming a larger share of the Nation's 
resources during the past two decades. The causes for this 
increase are niimerous and complex and include changes in 
the way health care is financed, the relative growth of 
various sectors in the health care economy, price inflation, 
population change, and changes in both the utilization of 
• health care and the health care product. , 

The growth of third-pWy payment has led to a more 
equitable distribution. of hfelth care services across, the 
population, but it has also contributed to the increase tn 
health care expenditures. Both private health insurance 
and government programs have emphasized hospital Care, 
and the growth in expenditures for this care has been 
responsible for a disproportionate share of the relative 
grpwth in total expenditure's. 

The basic components of the increase in health care ex- 
penditures are prices, poprulation, afiid changes in use 
and/or services. Price in/lation has been the rMjor force in 
' the rapid escalation of health care costs. The grbwth of the 
elderly population and attendsftir higher utilization rates 
have also contributed to expenditut«*^r health care. 
Finally, changes in the heakji^caj-e'product, arising from 
" advances in medical technology, have also had an impact 
on the increasioi cost of health'care. 
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Employment-Related Health 
Insurance ^ . 

by Amy l^Taylor, Ph.D:, National Center for - 
Heatth SHces Research 



Introdoction 



EUgibUity 



The high cost of private health iyurance has attracted 
^ much attention recently from consumers^d government 
as well as from private industry and other employers. 
Much of this health insurance is in the form of group in- 
surance provided through employment-related plans. One 
study «timated that, in 15>7r/gToujrhealth insurance ac- 
couhteMor 83 percent of total health insurance premiums 
in the United States, and 96 percent of group health in- 
surance was provided through employment and labor 
' uniofts (Mitchell and Phelps, 1975). Health insurance has 
become sucii a significant expense to employers and such a 
valued fringe benefit to employees that it is often a major , 
issue in collective bargaining agreements. 

Goyer^nent policy concerns lUso have recently focused 
attention^n the provision of health insurance by 
employers. Among the reasons for this are that employer 
contributions to health beneflt plans are notlUxable as in- 
come to the recipients and a tax deduction is/&llowed for at 
^ least^art of the premium paid by the empWyee. Because of " 
the rising costs of this insurance, several bills have been in- 
troduced in Congress that would place a ceiling on the 
amount of employer contributions^ that can be excluded 
from the taxable income of employees. 

This article examines employment-related health -in- 
surance expenditures on the basis of estimates of the 
qtonber of employees in firms with employment-related 
hSUth- insurance plans and those eligible for^such plans; 
the proportion of payroll expenses going to. health in- 
surance; mean insu^cfe premiums; the respective percen- 
tages of premiiAi^s paid by employel's and' employees; and 
the extent to lyhich employers pay the entire premium cost. 
Comparisons are made by region of the country, by in- 
dustry, and for selected employer characteristics. Special 
attention is given lb health insurance benefits in firms with 
large numbers of low-wage workers. >^ 



The t^ercent of employees with and without 
employment-'related health insurance plans are shown in 
table A, in conjunctidq^jvith the percent of employe^eligi- 
ble for such plans. OveraU, 88 percent of employees in the 
United ^tates worked in firms that offered a health in- 
. suraicc plan. This figure varied considerably, however, 
depending on the size of the fu-m and union status of its 
employees. Those working in imall firms (i.e., less than 26 
employees) were least like^t^ tiave an employment-related 
health insurance plan; AS percient of this group, represent- 
ing approximately n^eTnillion people,* worked for 
employers who did not offer any health insurance bene'fits. 

The percent of workers who did not have a health in- 
surance plan at their place of work was lower in larger 
firms, amounting to only about 1 percent of those in fu-ms 
with a workforce in excess of 1,000. Similarly, the percent ^ 
of workers without employment-related insurance was 
largest in firms without Jabor union contracts (19 percent 
versus 3 percent for firms with aN^t some union affiliar 
tion). Although there is a high degree of correlation be- 
tween size of fu-m and union status, size appears to have an 
important independenyffed on health insurance benefits. 
Even within unionized firms, small uttion fu-ms were les5 
likely to provide health insurance than large union firms. 
No sutistically significant variations existed among dif- 
ferent regions 9f the country. 

Where employment-related health insurance was pro- 
vided. 93 percentlpf employees were eligible overall,' and 
this number dm no^ vary greatly b^ employer 



'Under i^ing tax lawij-egarding employer-provided health insurance, 
firms^are allowed to exclude fr^ eligibility employees under 25 years of 
age, part>time and seasonal workers, ponresident alien employees, 
workers with less than 3 years service, and employees covered bftan agree- 
ment between employe^ represenutiveSiand an employer (Congressional 
Budget Office, 1980). ^ 
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Tabto A. EmployM tmMt lntur»ne« •tttut. •ccording to Ml^et^d tmploytr chwadwlttlcr Unifd Stf t, 1977 



Selected characteristic 



Total 




Geographic region 



Northeast . . . . 
Nortt|Centrar . 

Soyth. 

West 



^ l.abor uniot;) status 

Some un ion emp l^yees . . 

No union employees 

Unknown 



Size of workforce 



25 or less . , 
26-260 . . - - 
251-1,000 . , 
More thanl.OOO 



Employee status* 



Number of 
empioyees In 
thousands 



-4- 



97.131 



20,643 
29,656 
<30,856 
15,978 



^43,498 
50,909 
2,725 



20,018 
. 24,872 
13,188 
39,053 



In firms 
without health 
insurance plans 



In firms 
with health 
insurance plans 



Eligible in 
firms with health 
insurance plans 



^Relative standard ^nor eq^al to* of Qrwter than 30 percent 

SOURCE./lational Center for Health Services Research Employer Health Insurance Cost Sun^ey, National Medical Care Expenditure Survey 

^ \ 



11.7 



9.1 
11.3 
12.8 
13.9 



Percent of persons 
88.3 



90.9 
88.7 
87.2 
86.1 




97.0, 

80.7 

90.9 



55.4 
92.3 
97.8 
99.3 



93.4 



93.2 
90.6 
95.9 
94.1 



96.1- 

90,6 

93.S 



9>.1 
92.4 
'89.3 
90.1 



charaacristics. Workers in the North Central Region and 
those in firms without union affiliation were least likely to 
be eligible (91 percent for each); those in* very small firms ' 
were somewhat more likely to be eligible (97 perpcnt) than 
- thofc in firms of 251 or more employees. ^ 



Employer and Employee Contributions 

In 1977. health insurance premiums per eligible 
employee ranged frOW'dightly more than $5(X) in tht Sbuth 
to morcTfian SSOO in the rest of the country, with an 
overall mean of $591 (table B).^ Whil^mployers paid 80 
percent of this on the average, both premium amounts and 
the portion paid for by the employer varied by employer 
characteristics. The highest share of premiums was borne 
by the employer in large firms (84 percent), in at least 
party unionized firms (87 percent versus 73 i>crccnt for 
noiiiinion firms), and in firms located in othfr than the 
Sout^ Rcgioi of the-co^jDtlry (more than 82 percent, com- 
parcd\with 7rt>etcent rfi the South). 

Totil insurance premiums in fiuch firms were relatively 
hijii. fjOT ex^Mple, in firms with some union affiliation, 
- the mean prenffiim per employee was $691, compared with 
$488 in firms without union status. As a result, total 
employer contributions for health insurance tended to be 

• 

^Further infon^tion 1$ needed m orda, to interpret iheK differences in 
premium aroounu nnce dau were not avAiUble on depth and bre^h of 
insurance Qpve^ie. ^ 



relatively large in these' cases. However, smjill firing' with 
fewer than 26 employees also paid relatively higfi 
premiums for eiaployment-related insurance plans. 

Variations in employer contributions to health insurance 
premiums/eflect the pattern of toul premiums, ^ployee 
contributions, with a mean of $89, varied between at least; 
^partly unionized and nonunionized fttfts ($68 and $111, 
respectively); bct^feeathe South and the Northeast and 
West (roughly $108 vemTW): and between firms of 26 to 
250 employees and both smallc^ and larger firms (ranging 
from $75 to $112). 

The extent of outlays for embloyment-relat^ health m- 
>surance plans is also refiecte« in the premium/payroll 
ratio. On the average, health inWance costs were agprox- 
imatdy 5 percent of payroll exp^h^s, and variations by 
location and finn characteristics were small, although the 
premium/payroll ratio in unionized firms was somewhat 
> higher than elsewhere. ^ 

In addition to eligibility, premium aniounu, and respec- 
tive employer/gnployee contributions, a measure of in- 
terest is the distribution of eligible employees according to 
whether their employers paid all, some, or no portion of 
health in$uraiw;e.i)rcnuums. Again, considerable variation* 
by employer cliaraCteristics existed. ^ 

For almost one-third of all employees in firms with 
health insurance plans, the employer paid 1(X) percent of 
the premium (fable C)'. Firms with at least some union af- 
filiation ^ere more likely to pay the full premium than 
others. Also, almost half of employees of very small firms 
fless than 26 employees) had their health insurance 
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Tabte B. Prwnium pcym^ntt, •mploysr ami ^nployM contribution*, and prtmlum/payroll ratiot for tmiiloymont-rtlatod hoalth tnturanco 

' plant, accorqpnQ to soloetod omployor eharaetorittlcs: Unltad Statot, 1977 



Selected charactertstic 



> accoii^n^Q 



Premium payments 



Total 
annua) 
amount 



Employer 
contribution 



Employee 
contribution 



Percent 
paid by 
empfoyer 



Mean 
premium/ 
payroll 
ratio 



Total' ..fr... .^7...... $590.50 

Geogrephic region 

Northeast 633.70 

North Central 645.80 

South 501.40 

Weat ». 601.10 



Mean per eligible employee 

$501.70 $88.80 



559.50 , 74.20 

558.30 , 87.50 

393:60 107.80 

527.10 74.00 



80.4 



86.6 
83.1 
72.2 
82.8 



0.046 



0.048 
0.047 
0.044 
0.045 



Labor union status 



Some union employees 
No union employees . 
Unknown 



Size of workforce 

25 or less 

26-250 

251-1,000 

More than 1,000 



599.10 



594.80 
528.70 
586.90 
627.30 



623.20 
376.50 
520.70 



517.10 
416.30 
489.50 
552,10- 



67 50 
111-20 
78.40 



112.30 
97.40 
75.20 



.87 4 
73.1 
^.0 



79.9 
757 
79.1 
^.8 



0.050 
0.043 
0.048 



0.050 
0.044 
0.048 
OT50 



SOURCE. National Center for Health Senile w Research: Employer Health Insurance Coal Sun<ey, Nallone! Medical Care Expenditure Suwey. 



Tfble C. Percent dietrtbiitlon of employeea in firma wHh health Insurance plana, according to level of employer contribution and 

•elected employer characterlatlcs: United States, 1977 



Selected charactertsttp 


Mean 




' Level of contribution 




. annual 
premium 
pe^ eligible 
employee 


Total 


Employer 
pays 
entire 
4 premium 


Employer, 
pays some 
share of 
premium 


Employer 
pays no 
share of 
premium 


— — ^ 






Percent distribution of employees 


7 


Total . 


. . $590.50 


100.0 


314 


66.4 


2.2 


* 

Geographic region ^ 












Northeast 


. . 633.70 • 


100.0 


41.8 


56.4 


M.7 


^4orth Central , 


. . • 645.80 


lOQ.O 


344 


64.9 


0.7 


South V . . . ' 


. . . ;501.40 


100.0 


225 


73.3 


4.2 


West 


60110 


100.0 


29.3 


69 3 


. M4 


) Lat>or union status 










• 


Some union employees 


690.80 


100.0 


35.6 ' 


^63.5 


^0.8 


'No union employees 


. . . 487.70 


100.0 ^ . 


26.9 


69 5 


' 36 


Unknown . ^ 


. . . 599.10 


100.0 , 


35 5 


63;^ 




^ Size of woEkforctf 






464- ' 






25 or less ' 


594.80 


100 9 


45.3 


5.4 


2».250 ... 


, 528.70 


100.0 


34.7 


61.3 


4.0 


251-1.000 


.. 586.90 


100.0 


' 32.2 . 


66.9 


0.9 


More tl|an 1.000. 


. ...-K 627.30 


100.0 ^ 


1^4 1 


75.4 


0.5 



^Relative ttandard errof equal to or greater than 30 Pfifcent ^* ^ 

SOURCE National Center for Health Services Research' Employer Health insurance Cost Sun<ey, Natlon^^edicai Care Expenditure Sun^ey 
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premiums paid entirely by their employers, while only a 
quarter of those in the largest firms had. The latter type of 
employer, however, was most likely to make at least some 
contribution to insurance premiums. Oycfall, only 2 per- 
cent of employees eligible for health, insurance plans worked 
for employers who contributed nothing to the premium, 
although this percentage was higher in nonijnionized firms, 
in those with 250 or less employees, and||i the South. 
/ 



Insurance Coverage by Industry^ 



health insurance plans shows a pattern similar, though not 
identical, to that for total average premiums. More 
specifically, the percentage of the total premium paid for i 
by employers was ifthcst in the mining, transportation, 
and manufacturing industries (ranging from 86 to 93 per- 
cent). Since these three industries also have the highest 
total premiums, the dollar contributions toward health in- 
surance by employers are also the largest of all industries. 
In contrast, the lowest employer contributions were found M 
in the military,^ wholesale and retail trade, and service 
industries. i 



Considerable variation in the av^ulabihty of employ- 
ment-related health insurance, mean insurance premiums, 
and employer contributions also existed for different in- 
dustries. Table D shows the percenr of employees it> firms 
without plans, mean annual premiums, and employer con- 
tributions by industry. 

Compared with employeeT^in other industries, a higher 
proportion of agricultural workers (34 percent) worked for 
firms that offered no health insurance. Workers in the con- 
struction industry also had a high percentage of employees 
. iri firms without healtii plans (23 percent), compared with 
the overall average of 12 peVccnt. Those industries where 
' the smallest percent 6( employees 'worked in firms without 
'planshvere public adminisffwon transportation. 

For firms with plans, total hejjP insurance premiums 
* were highest iit the manufacti^fng, transportaticm, and 
mining industries with premium^ of around S680. At the 
other end of the stale, workers in the wholesale and retail 
trade and service industries received health benefii^ with 
average praniums not much greater tham $500. ' 

A comparison of employer contributions to workers' 



Distribution of Insurance Premiums 

The implications of proposed changes in the current tax 
treatment of employment-related health insurance can be 
better understood by examining the frequency distributioj^ 
of toial annual premiums amd their coihponents — em- 
ployer and employee contributions. For example, several 
current proposals would impose limits at various levels on 
.tax-free employer contributions to health insurance for 
their employees. The number of workers that would be af- 
fected by such policies cam be seen in tabJe E, which shows 
the percent of employees in each of several premium 
brackets and respective employer amd employee contribu- 
tions to these premiums.* More than half (54 percent) of al> 



^The dirca provision of health care to military members is not classified 
is a health insurance benefit 

^Bccauy thesc*distnbutions are based on firm averages rather ihan vp- 
dividual premiums, these figures may underestimate the actual number of 
.workers who would be affected by a law imposing a ceilmg on ia\-free 
employer contnbutions to health insurance plans. 

/ 



TaM D. Pfcm\\ of •mploy»*« 



In firms wHhout hMlth insurance plans* and premiums and employer 
according to tr>dtfstry:^nit*d Statss, 1977 



ulions in firms with plarfs. 



Industry 



Totar * 
« 

A/ricuiture , 
Mhung 
Construction 
Manuf^unngr 

Transportation, oommuntcation, and 

pubiiQ utini|6S * 
Wholesale ana retail trade . . 
Finance, insurance, and real estate 
ServtcAnd miscellaneous^ . 
Public administration . 
Military 
Unknown 



Number 
of 

employees 

in^ 
thousands 


Percent of 


Firms with he*Hh insurance plans 


employees 
m firms * 
without 
h^^lth 

insurance 
plans 


Mear^ 

annual 
premiOm 
per eligible 
employee 


Mean 

employer 
. contribution 
^ per eligible 

employee 


Percent of 
premium 
paid by 
employer 




• 

11 7 


$590 50 


r 

S501 70 


804 


1,062 
1,119 
3,799 
18,887 


337 
179 
22 9 
4 1 « 


547 50 
676 00 . 
555 80 
687.50 ' 


451 30 
630 60 
495 80 
628.20 ' 


8t5 
92 7 
82.1 
86.1 


10.079 
17,594 

W72 ^ 
^ 20,210 ^ 

4.203 

1,357 
14,770 


23 
19 6 
10.3 
^ 165 
1 6 

3.0 ' • 

10.6 


678.60 . ' 
521 ?0 
542.50 
526.50 • ' 
601 90 
541 70 
583 30 , 


610.00 
434.20 * 
450.90 

429 20 . 
5^00 ) 
421 06 
• 490 60 


88.4 

79.0 
80.9 ' 
774 
81^6 
79.0 
81 5 



^The of the components may not add to total 



of rounding 



^Inciudat business repair service^ personal services, entertainment and recreation, and professional sen/ices 
SOURCE National Onter fo> Health S^rvtces Research Employer Health Insurance Cost Survey. National Medical Care Expenditure Survey 



ERIC 



1 



\ 



TiM E. P«re«nt dtotetbullofi of i mpio yt by amao^ annual 
haalth kiauranca pramknn, accwMng to total amount paM and 
amployor and a m ptoyoa oontrlbutlona: UnHad Stataa. 1977 



Amount paid 



Average annual pramkim 



Total 
premium 



Employer Employee 
contribution Contribution 



Percent distribution of employees 

•Total 106.0 100.0 100.0 

$0 11.8 13.3 40.4 

$1-250 13.3 53.8 

$251-500 29.2 17.8 4.7 

$601-750 24.2 19.3 0.4 

$751-1,000. ' 11.0 7.8 2q4 

$1,001-1,250 4.7 4.4 • 

$1^1-1.500 2.6 , Z2 ft 

$1,501-1,750 1.3 0.7 ft 

$1,751-2,000 1.1 1.2 ft • 

$2,000 or more .... 0.9 2q6 ^3) 
I 

^ToUi premiums per firm divided by the number of eitgiblecmployoes 

^Relative tundvd error •qu«J to or greater than 30 percent 

^e sample ceil waa not large er^ugh'to estimate the population figure 

JiQlt. The total n^xniir ef empioyjies for 1977 was 97.l3l.a00 

SOURCE Nattonai Center for /Health Services Research Employer Health 
Insurance Cost Survey. NationaJ Med)cai Care Expenditure Sun/ey 



employees worked is firms where the average amiual pre- 
mium in 1977 was $300 or less. In only II percent of the 
cases were premiums in excess of $1,000. Employee contri- 
butions to premiums were $250 or less in.94 percent of the 
cases/ Employer contributions tflcccded $250'for 64 per- 
cent and $300 fdr roughly one-third of all employees. . 



Insurance Coveri^e of 
Low- Wage Workers 

In view of various national health insurance proposals 
that contained provisions for employer-mandated health 
insurance, another point of interest is the extent of 
employment-related insurance coverage for low-wage 
workers. Of those in firms where more than half of the*: 
workforce was at or near the minimum wage in 1977, 
about 3 1 percent worked for employers who did not pro- 
vide health insurance plans (table F). This was substan- 
tially above the percentage for employers with fewer low- 
wage employecr"and almost three times the national 
average of 12 percent of all employees. 



Table F. j^ e c ted aspects of empioyment-related health Insurance benefits, according to the percent of low-wage employees 

* per employer United States, 1977 



Selected aspect 



Total ^ 



Nooe 



LoW'wage employees ^ 



25 percent 
or less 



Mor^ than 
25-50 
percent 



More than 
5^ percent 



Number in thousands 



Alt employees 


97,131 


38,194 


27,830 


9,429 


14,228 








Percent of employees 




Eligible for health insurance plans 


93 4 


^ 97,1 


^.94^ 


90.8 


777 


In firms without health msurance plans 


117 


11 5 


^ 2.5' 


16 6 


307 


In ftrms With health insurance plans 


88.3 


885 


97 5 


834 


69.3 


Employer pays entire premjun) 


314- 


* 43.2 ' 


22 6 


•26.8 


29.3 


Employer pays ^ome share of premium 


664 


55.0 


76 4% 


71 9 


660 


Employer pays none of premiurrv ^ 


22.2 


21.9 


210 


1 3 


247 








Mean amount 


ger eligible employee 




Total annual premium 


,$590.50 


$707.10 


$600 30 


$442.80 


$385.00 - 


Employee contribution 


501 70 


62710 


505 60 


33690 


• 300.60 


Employee contribution 


88.80 

f 


80 00 


94 60 


105.90 


84.40 








" Percent of premium 




Employer contribution 


804 


858 


815 


72 1 ' 


72.2 


PremiutrWuayroll ratio * 






• Mean per 


eligible employee 




' 0046 


0 051 


0 048 


0042 


0036 • 



^Th« sum of th« components may not add to total becauM of missing dats/^ 

2R^iative standard error equal to or greater than 30 percent ' 2^ « 

^40TE Low'wage employees were those eammg either less than or up to $0 50 more than the 1977 minimum wage ($2 65 per houO 
SOO^E Natior^i Center for Health Services Research Empl(^^ Health Insurance Cost Survey, National Medical Care Expenditure Surve/ 
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^ Further, those in firms with a large low-wage workforce 
were least likely to be eligible for employment-related 
health insurance plans. Only 78 percent of employees in 
flrms with more than half of the workforce at or near the 
minimum wage were eligible, compared with more than 90 
percent in other firms. 

Total annual^i^remkms-and the respective shares paid by 
employers and employees appeared to vary with respect to 
the percent oj low-wage workers as well. In firms with no 
one at or near the minimum wage, the mean premium^r 
eligiWc employee was $707. In firms where more than half 
of the- workforce consisted of low- wage employees, it was 
$385. Also, where the proportioh of low-wage employees 
exceeded 25 percent of the workforce, employers paid less 
•than three-quarters of total premium costs, compareJl with 
four-fifths for other employers. Mean employee contribu- 
tions to health insurance premiums were correspondingly 
high, despite comparatively low total premiums. As a 
result, the premium /payroll ratios of low-wage employers 
were smaH owing to the low level of insurance premiums. 



Summary 

Tliis article has examii«d several aspects of 
employment-related health insurance. Major variations ex- 
ist in premium levels and employer contributions by size of 
the workforce, union status, and the per^tage of low- 
wage employees on Ihe payroll. Health insurance benefits 
are more frequently found in firms with at least some 
union affiliation. Where health insurance is provided, 
mean premiums are higher and ^a larger percentage of 
premiums is paid by the employeXin firms with at least 
some unionization. Employees of small firms are less likely 
to have employment-related health^ insurance benfits than 
those of large firms. However, when smaller firms provide 



health insurance Iplans, the premiunis are similar to those 
in the plans of large firms; the same applies to employer 
contributions, particularly in the case of firms with less 
than ^ employees. 

Regional differences in the provision of health insurance 
are few, except that lower mean insurance premiums and 
employer contributions are found iiKhe South than in the 
rest of the country. 

Variations also exist among health insurance benefits 
provided to employees in different industries. Workers in 
agriculture and construction are least likely to have 
employment-related health insurance plans, while thgse in 
public administration and transportation are most likely. 
Fof firms with plans, total premiums and employer 
contributions are the highest for manufacturing, transpor- 
tation, and mining, and lowest for the military, wholesale 
and retail trade, and service industries. 

Those employed by firms with more than half of the 
workforce at br near the minimum wage are least likely to 
have access to employment-related health insurance, both 
in terms of availability of health insurance plans and 
"eligibility to' pknicipate in them. 
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DetaUed Tables 
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HeaHk Status and DetermiBaaU 

Fertility 

1. Live births, crude birth rates(^and birth rates by age of mother, according to race: United States, selected 
•years 1950-78 

2. Birth rates for women 15-4^years of age, according to live-birth order and race: United States, selected 
years 1950-78 

3. Completed fertili|>fY5rtcs and parity distribution for women 50-54 years of age at the beginning oT selected 
years 1925-79, according to race and birth cohi)rt>; United States, selected birth cohorts 1871-1929 . 

4. Selected measures of teenage fertility, according to age and race: United States, l%8-78 



5. Legal abortions, according to selected patient characteristics, type of procedure, and location of facility: 
United States, 1973-78 . 

6. Legal abortions, abortion-related deatl^ and death rates, and relative risk of death, according to period 
of gestation: United States, 1973-75 ^d 1976-78 . . 

7! . Ever-married women 15-44 years of age, according to contraceptive status, method of contraception 
used, race, and age: United States, 197^ and 1976 a 

Mortality 

* 

I 8. Death rates for all causes, according to race, sex, and age; United States, selected years 1950-78 

9. Life expectancy at birth and at 65 years of age, according to race and sex: United States, selected yeacs 
1900-1978 

10. Infant, late fetal, and perinatal mortality rates, according to race: United Stat^, selected yeap 1950-78 . . 

11. Infant mortality rates, according to race, geographic division, and State: United States, average annual 
1966-68, 1971-73, and 1976^78 

12. Infant mortality rates and perinatal mortality ratios: Selected countries, 1973 arid 1978 

13. Life •upcctancy at birth, according to sex: Selected countries, 1973 and 1978' 

14. Age-adjusted death rates for selected causes of death, according to race ^d sex: United States, selected 
years 1950-78 t , 

15. £>eath rates for diseases of tM heart, according to race, sex„and age:,United States, selected years 1950-78 

16. Death rates for ischemic heart disease, according to race', sex,, and age: United States, selected years 
. 1968-78 \ • \ 



17. Death riues for malignant neoplasms, according to race, sex, and age: United States, selected years 
1950^78 ^ \ ' 



18. Death rates for cancfr of the respitatory system, according to race, sex, and age: United States, selected 



ficp 

years 1950-78 ..... .\ , 

IC n ; 



19. Death rates for cerebrovascular disease, according to race, sex. and age: United States, selected years 
1960-78 •* 

20. Death r^ts^or motor vehicle accidents, according to race. sex. and age: United Sutes. selected years 
1960-78 ....T ^- ; 

21 . Death rates for homicide, according to race. sex. and age: United States, selected years 1960-78 

22. Death rates for suicide, accordmg to race. sex. and age: United States, selected years 1960-78 

Determinants and Measures of Health 

23. . InfanU weighing 2.500 grams or less at tirth. according to race, geographic division, and State: United 

States, average annual 1966-68. 1971-73. and 1976-78 ^ 

24. Live births, according to race and selected characteristics: United States. 1970-78 

% 

25. Vaccination status of children M years of age. according to race and standard metropolitan statistical 
area (SMSA) component: United States. 1974 and 1979 

26. Selected notifiable desease rates, according to disease: United States, selected years 1950^79 

27. Self-assessment of health and limitation of activity, according to selected characteristics: United States. 
1974 and 1979 # ' ' 

28. Restricted-activity and bfed-disabiiity days, according to selected characteristics: United States. 1974 and 
. 1979 • ' 

29. ^ Disability days associated with acute conditions and incidence of acute conditions, according to age: 
\ United States. 1970-79 ^ 

30. ' Cigarette smoking status of persons 20 years of age and over, according to sex, race, and^age: United 

States. 1%5. 1976. and 1980 * 

31. Cigarettes smoked per day by persons 20 years of age and over, according to sex. race, and age: Uniteti 
States. 1%5. 1^76. and 1980 » f 

32. Teenage cigarette smoking, according to smoking status, sex. and age: United States, 1968. 1974, and 
1979 y 

33. Air pollution, according to source and type of pollutant: United States, selected years 1970-79 

Utilization of Healtli Resources ' -1 

Ambulatory Care ^ 

34. Physician visits, accordmg to source or place of care and selected patient characteristics: United States. 
1974 and 1979 - 

35. * Interv* since last physician visit, according to selected patient characteristics: United States. 1974 and 

1979 ' < •••• ; 

36. Office visits to physicians, according to pysician specialty and select^ patient characteristics: United 
States. 1974 and 1979 

37. Office visits to physicians, according to selected characteristics: United States, 1974 and 1979 

38. ' Dental visits and interval since last visit. accorAng to selected patient characteristics: United States. 1974 

and' 1979 



Inpatient Care 

39. Discharges from and days of care in short-stay hospitals, according to type of hospital and ownership: 
. United States. 1974 and 1979 r 

40. • Discharges from and days of care in non-Federal short-stay hospitals, according to sex. age. J^ctcd first- 

4isted diagnosis, and ICDA code: United States. 1974 and 1979 , 



41 Discharges from and dgys of care in non-Fcdcral short-stay hospitak for all patients and for patients with 

* surgery, according to bed size of hospital and age of patient: United States, 1974 and 1979 

42. Discharges from and days of care in shOrt-stay hospitals, according tQ selected characteristics: United 
States, 1974 and 1979 .j^ ^ 

43. Operations for inpatients discharged from non-Federal sjiort-stay hospitals, according to sex, age, 
leading surgical category, and ICD A code: United States, 1974 and 1979 

44. Nursing home residents, according to selected functional status and ^ge: United States, 197J-74 and 1977 

45^ Nursing home and personal care home residents 65 years of age and over and number per 1 ,0(» popula- 
tion, according to sex and race: United States, 1963, 1969, 197^-74, and 1977 1 . . 

46. Additions to mental health facilities and percent change, according to service setting and type of facility: 
United States, 1971 and 1977 - . 

Health Care Resources 

Manpo>^i^ 

47. Persons employed in the health service industry, according to"^ place of Employment: United States, 
1970-80.. '^:>^ " ' " 

48. Professionally active physicians (M.D.'s and D.O.'s), according to type of physician,, and number per 
10,000 population: United Stales and outlying U.^. areas, selected 1950-80 estimates and 1985, 1990, and 

* 2000 projections 

49. Physicians (M.D.'s), according to activity: United States, sejected years 1970-79 

50. Professionally active physicians (M.D/s), according to .primary specialty: United States, selected years 
" 1970-79 

51. Active non^Fcderal physicians (M.D.'s) per 10,000 civillian population', according to geographic region, 
primary specialty, and activity: United States, 1974 and 1979 

52. Graduates of health professions schools and number of schools, according to profession: United States, 
selected 1950-79 estimates and 1980, 1990, and 2000 projections 

'Facilities ^ 

53. Short-stay hospitals and beds, according to type of hospital and ownership: United States, 1974 and 1979 

54. Community hospitals beds per 1,000 population and avertge annual rate of change, according to 
gfbgraphic division and State: United States, selected years l94()-79 . . 

55. Occupacy rate in community hospitals and average annual rate of change,, according to geographic divi- 
sion and State: United States, selected years 1940-79 • • 

56. Full-time equivalent employees per 100 average daily patients in communfty hospitals and average annual 
rate of change, according to geographic division and Stale: United States, selected years 1960-79 

57. ' Outpatient visits per 1,000 patient days in community hopitaflTand average annual rate of change, accor- 

ding to geographic division and State: United States, selected years 1970-79 

58. Long-stay hospitals and beds, according to type of hospital and ownership: United States, 1974 and ^?79 

59. Nursing homes, beds, and bed rate, according to geographic division and State: United States, 1973 and 
M978r ' \ • 

HeaHh Care Expendltores 

National Health Expenditures 

60. Gross national product and national health expenditures: United States, selected years 1929-80 



61 . ^ Personal health care expenditures, average annual percent change, and percent distribution of factors af- 

fecting growth: United States, l%5-80 ' ^ ^ 

62. Consumer Price Index (1967 = 100) ^nd average annual i^crcent change for all items arid selected items; 
United States, selected years 1950-80 

63. Consumer Price Index = 100) for ail items and medical care conDponents: United States, selected 
years 1950-80 ! 

64. Consumer Price Index (4967= 100) average annual percent change for ail items and medical care com- 
ponents: United States, selected years 1950-80 - 

Sources and Types of Payment 

65. National health expenditures, according to source of funds: United-^Statcs, selected year^ 1929-80 ... 

66. National health expendij«res average annual percent change, Vcording to source of funds: United States, 
selected years 1929-80 . . : 



67. Personal health care expenditures and percent distributioiC according to source of payment: United 
States, sclcted years 1929-80 > 

68. National health expenditures and percent distribution, according to type of expenditure; United States, 
selected years 1950-80 v 

69. National health expenditures average annual percent change, according to type of expenditure: United 
States, selected years 1950-80 ^ 

Institutional Care 

70. Hospital expenses per inpatient day. personnel and number per 100 patienu. and average annual percent 
change: United States. 1971-79 : ? 

71 . Average annual percent increases in hospital inpatient expenses per patient day. according to contributing 
factors: United States, selected years 1960-79 

72. Nursing home average monthly charges and percent distribution of residents, according to^primary 
source of payments and selected facility characteristics: United States. 1973-74 and 1977 

73. Monthly charge for care' in ndrsing homes and percent distribution of residents, according to selected 
facility and resident characteristics: United States, 1964, 1^73-74, and 1977 

Major Population Dimensions * , 

74. Personal health care per cap^|a expenditures, according to age. source of payment, and type of expen- 
f diture: United States, selected years 1965-78 ^ • • • 

75. Medicare expenditures and percent distribution, according to type of service: Uriited States, selected years 
1967-80 , - 

76. Medicaid expenditures and fi^rcent distribution, according 40 type of service: United States, selected years 
J 1967-80 

77. Veterans* medical care expenditures and percenfcistribution. according to type of expenditure: United 
States, selected fiscal years 1965-80 ^. 

Research and Development , * . 

78. Nauonal funding for health research and development and 'average annual percent change, accord- 
ing to source of funds: United ^tes, selected years 1 960-80 

79. Federal obligation^ for health research and development and percent distribution, according to agency: United 
States, fiscal years 1970-80 ^ 





Table 1. Liv« births, crude birth rates, 

V. ' T 

(Pata are based of the national vital registration system) 



iirth rates by age of mother, acxx^ding to race: United States, 
ected years 1950-78 ' > / . 



Race and year 



Live 
births 



Crude 
birth 
rate' 



Age 



10-14 15-19 * 20-24 25-29 30-34 35-39 

years years years .years years /ear9 



40-44 45-49 f 
year^ years 



1950- 
1955- 



1960- 
1965- 



1970- 
1975- 
1977- 
1978- 



3,632,000 
4,097^000 
4,257,850 
3,760,358 

3,731,386 
3,144,198 
3,326,632 
3,333,279 



24.1 
25.0 
23.7 
19.4 

18.4 
14.8 
15.4 
15.3 



1.0 
0.9 
0.8 
0.8 

1.2 
1.3 
1.2 
1.2 



81.6 
^0.3 
89.1 
70.5 

68.3 
56.3 
53.7 
52.4 



Uve' births per 1,000 women 



196.6 
241^6 
258.1 
195.3^ 

167.8 
114.7 
115.2 
112.3 



166.1 
190. » 
197.4 
161.6 

145.1 
110.3 
114.2 
112.0- 



103.7 
1X6.0 
112.7 
94.4 

73.3 
53.1 
57.5 
•59.1 



52.9 
. 5^.6 
56.2 
46.2 

31.7 
19.4 
19.2 
^18.9 



/ 



15.1 
16.1 
15.5 
12.8 

8.1 
4.6 
4.2 
3.9 



1.2 
1.0 
0.9 
0.8 

0.5 
0.? 
O.j 

0.: 



White 



1950- 
1955- 
1960- 
1965- 



1970- 
1975- 



1977- 
1978- 



3,108,000 
3,485,000 
3,600,7l4 
3,123,860 

3,091,264 
2,551,996 
2,691,070 
2,681,116 



23.0 
23.8 
22.7 
18.3 

17.4 
13.8 
14.4 
14.2 



0.4 
0.3 
•0.4 
0.3 



70.0 

79. r 

60.6 

57.4 
46.8 
44.6 
43.6 




165.1 
186.6 
194.9 ■ 
158.4 

145.9 
-110.0 
113.8 
111.1 



102.6 
114.0 
109.6 
91.6 

71.9 
52.1 
\56.3 

57.^ 



51.4 



56. 
54. 
44. 



30.0 
18.1 
17.8 
17.6 



14.5 
15-^4 
14.7 
12.0 

7.5 
4.1 
3.8 
3.5 



1.0 
0.9 
0.8 
0.7 

014 
0.2 
0.2 
0.2 



All other 



1950- 
1955- 
B60- 
1965- 



1970- 
1975- 
1977- 
1978- 



Black: 



1960- 
1965- 



1970- 
1975- 
1977- 
1978- 



524,000 
613,000 
657,106 
636,498 

640,122 
592,202 
635,562 
652,163 



602,264 
581^126 

572,362 
511,581 
544,221 
551, 'S40 



33.3 
34.5 
32.1 
27.6 

25.1 
21.2 
21.9 
22.1 



31.9 
27.5 

25.3 
20.9 
21.7 
21.6 



5.1 
4.8 
4.0 
.4.0 

4.8' 
4.7 
4.3 
4.1 



4.3 
4.3 

5.2 
5.1 



163.5 
167.2 
158.2 
138.4 

133.4 
108.6 
102.4 
99.1 



147.7 
113.8 
107.3 
103.7 



242.6 
281.6 
294.2 
239.-2 

^6.8 
143.5 
145.7 
145.7 



295.4 
243.1 

202.7^ 
145. > 
-i47.7 
147.5 



173.8 
218/2 
214.^ 
183.5 

140.1 
112.1 
116.5 
117.3 



218.6 
180.4 

136.3 
105.4 
111.1 
110.6 



112.6 
i32.6 
135.6 

113 *.0 

82.5 
r 59.7 
64.8 
66.7 



137 Jr 
111.3^ 

79.6 
54.1. 
58.8 
59.6 
/ 



'64.3 
•74.9 

74. » 

62.7 

42.2 
27.6 
27.5 
27.0- 



73.9 
61.9 

41.9 
25.4 
25.1 
24.0 



21.2 
22. () 
22.0 
19.3 

12.6 
7.6 
6.9 
6.5 



21.9 
18.7 

12.5 
7.5 

'6.6 
6.0 



^ 2.6 
2.1 
1.7 
1.5^ 

0.9 
0^5 
0.5 
0.4 
/ 

ill 

1.4' 

1.0 
- 0.5 
0.5 
0.4 



V 



^Live births per 1,000 population. . • ~ 

!01E- Data are based on births adjusted toe underregistration for 1950 and 1955 and on^registered births for all other 

years. Figures for 1960, 19^5, and 1970 are based on a SQ-percent sanple of births; for 1975-78, >hey are bas^ on 100 

percent of births in selected States and on a 5<H«rcent sanple of births in ail other states. Beginning in 1970, births 

to nonresidents of the United. States are excluded. . q 

. 9CXICE: National Center for Hdalth Statistics: Vital Statistics of the United StatetfT 1978. , Vbl. 
Service, OHSr HyattfviHer Md. To be published. 

• . * • 
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MDle 2, Birth rates for women 15^44 years of age, aooording to live-birth order and race: United States, 
r selected years 1950-78 

(Data are tased on the national vital registration system) 



Race and year 



Total 



Live-birth order 



of (^^/^ 



5 or 
higher 



Total' 



1950- 
1955- 
1960- 
1965- 



1970- 
1975- 



1977- 
1978- 



106.2 
US. 3 

ns.o 

96.6 

87.9 
66.7 
67.8 
66.6 



Live-Births per 1,000 women 15-44 years 



33.3 
32.8 
31.1 
29.8 

34.2 
28.4 
28.6 
28.3 



32.1 


18.4 


9.2 


13.2 


31.8 


23.1 


13.3 


17.3 


29.2 


^ 22.8 


14.6 


20.3 


23.4 ' 


16.6 


10.7 


16.1 


24.2 


13.6 


<• 

7.2 


8.7 


21.2 


9.5 


3.9 


3.7 


•21.9 


10.1 


3.9 


3.3 


21.4 


10.0 


' 3.8 ^ 


3.1 



White 



1950- 



"Xl955^ 
1960- 
1965- 



102.3 
.n3.7 
113.2 
91.4 



33.3 
32,6 
30.8 
28.9 



32.3 
32.0 
29.2 
23.0 



y.9 

22.9 
22.7 
16.2 



8.4 

12.6 
14.1 
10.2 



10.4 
13.6 
16.4 
13.1 



1970- 
1975- 
1977- 
1978- 



84.1 
63.0 
64.0 
62.7 



32.9 
26.9 
27.3 
27.0 



23.7 
20.5 
21.1 
20.5 



13.3 
8.9 
9.5 
9.3 



6.8 
3.6 
3.5 
3.4 



7.4 
3.1 

2.6 
2.5 



Black 



1960- 
1965- 



1970- 
1975- 
1377- 
1978- 



193.5 
133.9 

'fl5.4 

89.2 
89.8 
88.6 



\ 



33.6 
35.7 

43.3 

36*3 
35.3 



29. 
26, 



27.1 
24.6 
26.0 
25.9 



24.0 
19.4 

16.1 
12.8 
13.9 
14.2 




7 



48.0 
38.0 

18.9 
8.1 
7.0 
6.6 



Includes all other races not shown separately. 



)f thfunite 



NOlE: Beginning in 1970, births to nonresidents of thfunited States are exclixJed. 

SOURCE: National Center for Health Stati«ticl^« Vital Statistics of- the United States, 1978 , Vol. 1. Public Health 
Service, i»HS, Hyattaj/ille,' Md. To be publ^hed'. ^ 
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Table 3. Ccnpleted fertility rates and parity distribution for women 50-54 years of ^e at the beginning of 
selected years 1925-79, aocx)rding to race and birth cohort: United States, selected birth cohorts 1871-1929 

(Data «e- based on the national vital registration -system)* 



Race and 
bii;th 
cohort 



Age Oc»- 

'50-54 pleted 

as of ' fer- 

January tility 

1 rate* 



Total 



1^ 

0 



Parity (nuiter of children born alive) 



7 

or 

more 



Total 



Distribution of women^ 



1871-75 — 
1876r-80 — 
1B81-85 — 
1886-90 — 
1891-95 — 
1896^-1900- 
190M)5 — 
1906-10 — 
1911-15 — 



1916r-20- 
1921-25- 
1925-29- 



1925 
1930 
1935 
1940 
1945 
350 
1955 
1960 
1965 
1970 
1975 
1979 



3,773.5 
3,531.9 
3,321.6 
3,136.8 
2,932.6 
2,675.9 
2,441.4 
2,285.8 
2,354.3 
2,574.0 
2,856.9 
3,041.1 



1,000.0 
1,000.0 
1,000.0 
1,000.0 
1,000.0 
1,000.0 
1,000.0 
1,000.0 
1,000.0 
1,000.0 
1,000.0 
1,000.0 



207.2 
216.8 
&7.4 
210.4 
192.7 
194.6 
201.9 
215.6 
190.1 
149.0 
108.5 
104^.9 



112.8 
123:2 
134.6 
148.5 
172.0 
200.7 
227.6 
225.1 
208.6 
179.0 
152.1 
121.1 



124.2 
132.0 
142.5 
153.2 
177.2 
195-2 
206.2 
218.7 
.^8.1 
251.7 
248.7 
231.6 



110. 
U4. 
119. 
129. 
139. 
136. 
129.3 
131.4 
149.8 
174.6 
197.0 
207.5 



93.6 
93.0 
95.0 
99.5 
97.8 
87.8- 
80.4 
77.5 
85.2 
102.8 
123.5 
139.5 



75.1 
72.0 
72.0 
68.0 
61.5 
53.5 
48.6 
44.6 
46.3 
55.8 
68.0 
79.2 



66*4 
64.5 
57.9 
55,4 
48.3 
41.5 
34.7 
29.2 
28.8 
32.0 
39.5 
45.8 



210.? 
184.5 
161.3 
135.3 
111.2 
'90.1 
71.3 
57.9 
53.1 
55.1 
62.7 
'n.4 



White 



1871-75- 
1876r-80- 
1881-85- 
1886-90- 



1891-95 — 
1896^-1900- 
1901-05 — 
1906-10 — 
1911-15 — 
1916r-20 — 
1921-25 — 
1925-29 — 



All other 



1871-75 

1876r-80 

1881-85 — 
1886r-90 — 
1891-95 — 
1896-1900- 
1901-05 — 



/1906-10- 
1911-15- 
1916r-20- 
1921-25- 
1925-29- 



1925 
1930 
1935 
1940 
1945 
1950 
1955 
1960 
1965 
1970 
1975 
1979 



1925 
1930 
1935 
1940 
1945 
1950 
1955 
1960 
1965 
1970 
1975 
1979 



3,663.6 

3,444.4 

3,253.8 

3,092.9 

2,890.4 

2,631.5 

2,399.0 

2,248.9 

2,313.5 M 

2,526.7 

2,793.7 

2,951.1 



4,770.8 

4,254.7 • 

3,865.0 

3,451.4 

3,212.5 

2,967.7 

2,706.7 

2,529.1 

2,641.2 

2,924.2 

3,315.9 

3,666.7 



1,000.0 
1,000.0 
1,000.0 
1,000 
1,000 
1,000 
1,000 
1,000 
1,000.0 
1,000.0 

1,000.0 

1,000 



1,000.0 
1,000.0 
1,000.0 

i;ooo.o 

1,000.0 
1,000.0 
1,000.0 
1,&00.0 
1,000.0 
1,000.0 
1,000.0 
1,000.0 



209.7 
218.2" 
217.6 
209.1 
191.7 
193.1 
197.9 
207.9 
177.4 
134.6 
94.2 
93.4 



112.1 

121.9 

132.2 

144.3 

167.5 

192. \ 

219k^ 

218.0 

204.9 

175.9 

150.6 

121.3 



127.9 
136.1 
147.9. 
160.3 
;84.6 
205.9 
218.3 
233.2 
254.1 
268.7 
264.6 
245.4 



112.9 
116.9 
122.4 
132.4 
141.4 
141.4 
135^8 
138.8 
158.9 
185.1 
208.8 
220.1 



95.5 
94.8 
•96.0 
100.2 
98.0 



82. 
79. 
88. 
106: 
127. 
144. 



77.2 
74.0 
74.2 
70.3 
64.2 
55.2 
49.4 
44.7 
•46.1 
55.3 
67.9 
78.5 



66.7 
64.2 
^8 
54.8 
47.8 
41.1 
33.7 
28.0 
27.4 
30.3 
36.9 
43.1 



198.0 
173.9 
151.9 
128.6 
104.8 

82.2 

63.1 

49.8 

43.2^" 

43.6 

49.1 

53.9 



185.7 


118.2 


93.6 


82^0 


76.4 


56.1 


65.3 


322.7 


207.7 


134.0 


99.5 


87.4 


79.9 


54.7. 


64.8 


272.0 


223.1 


151.5^ 


99.8 


96.5 


85.3 


41.5 


64.1 


238.2 


231.9 


175.9 


105.9 


96.6 


93V3 


52.4 


58.0 


186.0 


222.3 


206.7 


112.4 


114.5 


92.6 


40.4 


48«4 


162.7 


227.4 


255.0 


114.1 


97.5 


74.3 


38.8 


42. 6> 


150.3 


250.4 


275.9 


117.8 


81.0 


62/ 


43.0 


39.1 


130.5 


287.5 


266.6 


114.5 


73.2 


6011 


43.5 


^ 35.6 


119.0 


296.1 


•232.4' 


116. ;3 


78.3 


641 1 


46.1 


• 38.9 


127.8 


266.2 


202.0 


120.9 


91.2 


' 72.5 


57.8 


44.9 


144.5 


217.7 


163.5 


131.7 


108.2 


89.0 


68.7 


' 56.4 


• 164.8 


188.9 


120.9 


132.0 


118.7 


103.8 


83.0 


66.7 


186.0'' 



'Nuitwr of chiidren bom edive to each 1,000 wcmen who have oanpleted their reproAlctive histories (women 50*54 years of 

^Proportional distribution of each J.,'000 wanen in the cohort by the nunber of children born alive^to them. 

NOTE: Exerole of uae'of table— For every 1,000 wcmen 50-54 years of age in 1979, an average of %, 041.1 children were torn 
' falive (about 3 children per wcman) . About 10 percent of the wcmen in this cohort readied 50-54 years of age having had no 
'^llfciiiXdren, about 12 percent had 1 child, and about 12 percent had 6 chij^en or more. 

SOUKESr^ional Center for Health Statistics: Fertility Tables for Birth Oohort^ mVrZ? ^ ^• 

Heuser. ctoPPub. No. (HRA) 76-1152. Health Resources AdiiinlstratiOn. Jfasnington. U.S. oovernmait Printing ur rice, Apr. 
1316; DatTocniwted fron Vital Statistics of the United States, 1978 , Vol. 1. Public Health Service,.DHHS, Hyattsville, 
Md. To be published. ^ ~ s , 
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• ^ Table 4. Selected measures of teenage fertility, acxx>rding to age and race: United States, 196d-78 

(Data are based on the national vitaj. registration system) ^ 

•.Age ^ 

Race and year . * • 

10-14 15^17 18-19 10-14 15-17 18-1? • 15-17 18-19 15-17 18-19 

years years years years years years years years years . years 



Total' 



1968- 
1969- 



1970- 
1971- 
1972- 
1973- 
1974- 
1975- 
1976- 
.1977- 
1978- 



Live births per 1,000 wcnien Percent of all live births 



1.0 
1.0 
1.2 
1.1 
1.2 
1.3 
1.2 
1.3 
1.2 
1.2 
1.2 



/ 

35.1 
35.7 
38.8 
38.3 
39.2 
38.9 
37.7 
36.6 
34.6 
34.5 
32.9 



.Live births to 

unoarried 
women per 1,000 
unmarried wcmen 



113.5 


0.3 


5.5 


11.4 


14.7 


112.4 ^ 


. 0.3 


5.6 


11.2 


15.2 


114.7 


0.3 


6.0 


11.3 


17.1 


105.6 


0.3 


6.4 


11.3 


17.6 


97.3 


0.4 


7.3 


11.7 


18.6 


91.8 


0.4 


7.6 


11.7 


18.9 


89.3 


0.4 


7.4 


11.4 


19.0 


85.7 


0.4 


7.2 


11.3 


19.5 


81.3 


0.4 


6.8 


10.8 


19.3 


81.9 


0.3 


6.4 


10.4 


20.1 


81.0 




^ 6.1 ' 


10.2 


19.5 



Live births bo 

umarried 
women per 1,000 
total live births 



30.0 


403.7 


201.3 


31.5 


412.8 


2i0.7 


32.9 


429.8 


. 223.9 


31.7 


445.4 


232.0 


31.0 . 


458.5 


246.8 


30.6 


466.9 


255.7 


31.4 


482.5 


270.4 


32.8 


513.9 


298.1 


32.5 


540.2 


316.1 


35.0 


565.5 


343.7 


35.7 


574.9 


361.6 



White 



1968- 
196>- 



1970- 
1971- 
1972- 
1973- 
1974- 
1975- 
1976- 
1977- 
1978- 



0.4 


25.6 


100.5 


0.1 


4.2 


10.5 


6.2 


16.8 


234.4 


127.4 


0.4 


26.4 


99.2 


0.1 


4r.3 


10.2 


6.6 


17.0 


240.3 


129.0 


0.5 


29.2 


101.5 


0.1 


4.6 


10.4 


7.5 


17.6 


252.0 


135.0 


0.5 


28.6 


92.4 


0.1> 


4.9 


10.4 


7.4 


15.9 


251-7 


131.7 


0.5 


29.4 


84.5 


0.2 


5.7 


10.7 


8.7 


15.1 


264.4 


136.7 


0.6 


29.5 


79.6 


0.2 


6.0 


10.6 


8.5 


15.0 


276.4 


142.6 


0.6 


29.0 


77. r 


0.2 


5.9 


10.4 


8.9' 


15.4 


294.2 


150.1 


0.6 


28.3 


74.4 


0.2 


5.8 


10.3 


9.7 • 


16.6. 


329.6 


171.9 


0.6 


26.7 


70.7 


0.2 


5.4 


9.9 


9.9 


17. o( 


357.4 


187.9 


0.6 


26.5 


71.1- 


0.2 


5.1 


9.4 


10.7 


18. 8\ 


389.2 


209.5 


0.6 


25.4 


70.1 


0.2 


4.9 


9.3 


10.5 


19.5 ^ 


400.9 


224.4 



Black 



1968- 
196^- 



1970- 
197i- 
1972- 
X973- 
1974- 
1975- 
1976- 
1977- 
1978- 



4.7 

4.8 
5.2 
5.1 
5.1 
5.4 
5.0 

5:i 

'4\7 
4.7 



98.2 
6.9 
1.4 
99.7 
99.9 
96.8 
91.0 
86.6 
81.5 
81.2 
76.6 



206.1 


1.2 


13.1 


16.6 










202.5 


1.2 


13.1 


16.7 


72.3 


'129.1 


720.9 


482.9 


204.9 


1.3 , 


13.4 


16.6 


77.9 


136.4 


759.6 


521.4 


193.8 


1.3 


14.0 


16.4 


80.9 


136.3 


796.3 


560.3 


181.7 


1.4 


15.5 


17.0 


82v\ 


129^.8 


810.1 


•590.2 


169.5 


1.5 


15.8 


17.1 


81. 9\ 


123.0 


825.6 


603.8 


162.0 • 


1.4 ^ 


15.4 


17.1 


79.4 \ 


124.9 


84^.0 


638.3 


156.0 


1.4 


14.6 


16.8 


77.7 


126.8 


874.0 


676.0 


146.8 


1.3 


13.9 


16.0 


74.6 


121.6 


897.4 


709.0 


147.6 


1.2 \ 


13.1 


15.4 


74.3 


125.9 


904.7 


746.4 


145.0 


1.1 


12.2 


15.2 


70.3 


124.3 


909.1 


764.8 



' Include%> all other races not shown separately. 

NOlE: Beginning in 1970, births to nonresidents of the United States are excluded. 

'SOURCE: Division oT Vital St^jtistics, National Colter for Health Statistics: Selected data. , 
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Table 5. Legal abortions, acxxwrding to selected patient cWracteristics, type of procedure, and location of facility:* 



United Sta^,. 197>7a 
* ,(0at3S^:are based^cn reporting by State health. departments^^ by facilities) 



Characteristic 



Year 



1973 



1974, 



1975 



1976' 



1^77 



1978 



Center for Disease Control- 
r Alan Guttmacher institute — 



, Nunber of Tiaj 1 imii reported 

615;831 763,476 854,853 9^8,267 1,079,430 

744,600 898,600, 1,034,200 *1,179,300 - 1,320,000 

Percent distribution 



1,157,77& 
1,409,600 



TotaJ- 



Age' 



" Under 20 years- 

20-24 years 

25 years and over — 

^ Race 



White 

AH other- 



Marital status 



Married — 
Umarried- 



;op.o 



32.7 
32. 0» 
35.3 



72.5 
27.5 



27.4 
72.6 



100^0 



32.7 
31.8 
35.6 ^ 



r 



69.7 
30.3' 



27.4 
72.6 



' 100.0 



33.1 
31.9^ 
35.0 



67.8 
32.2 



26.1 
73.9 



100.0 



32.1 
33.3 
34.6 



66.6 
33.4 



24.6 
75.4 



100.0 



30.8 
34.5 
34.7 



66.4 
33.6 



24.3 
75.7 



100,0 



30.0 
35.0 



67,0 
33,0 



26.4 
73.6 



Nunber of living diildren 



5 or more- 



Per 



iocTof 



gestation 



Under 9 weeks- 
9-10 weeks 



11-12 >#eeks- 



13-15 weeks- 
16-20 weeks- 



48.6 
18.8 
14.2 
8.7 
4.8 
4.9 



47.8 
19.6 
14.8 
^^8.7 
4.5 
4.5 



47.1 
20^2 
15:5 
8.7 
4.4 
.4.2 



47.7 
20.7 
15.4^ 

" 8.3 
4.1 

• 3.8 



14.4 
7.0 

. ,3.3 
^ 2.9 



\ 



56.6 
19.2 
14.1 
5.9 

4,2 



21 weeks and over- 



" 36.1 


42.6 


44.6 


47.0 


^ 51.2 


52.2 


29.4 


28.7 


28.4 


28.0 


27.2 


26.9 


17.9 


' 15.4 , 


14.9 


14.4 


13.1 


12.3 


6.9 


5<5 . 


5.0 


4.5 


3.4 


! 4.0 


8.0 


6.5 ' 


6.1 


5.1 


4.3 


' 3.7' 


1.7 


1-2 . 


1.0 


0.9 


0.9 


0.9 



Type of prooeAire 



Curettage 

'Intrauterine instillatior>- 



Hysterotony or hysterectany- 
Other 



88.4 
10.4 
^0.7 
0.6 



89.7^ 
7.8 

•0.6 
1.9 



90'. 9 
6.2 
0.4 
2.4 



92.8^ , 
6.0 
0.2 
0.9 



V 



93.8 
5.4 
0.2 
0.7 



94.6 

3.9 
0.1 
• 1.4 



Location of facility 



In State of residenoe- 



Out of 'State of residence- 



74.8 
25.2 



86.6 
13.4 



89.2 
10.8 



90.0 
10.0 



90-. 0 
J.0.0 



89.3 
10.7 



NCnE: Percent distributions exclude cased for which selected characteristic was unknown ahd are based on abortions 
reported to the Center for Diseae^ Control. ' . » - 

^ * ' t 

SCXaCB: Center for Disease Cdhtrol: Abortion Surveillance ^ 1978 . Public Health Service, IhHS, Atlanta, Ga. , Nov. 1980; ^ 
SuUivan, E., Tietze, C, and Dryfooe, J.: Legal abortions in the United ^States, 1975-1976. F«k P^^. Perqpect. 
9(3):116-129, May^une 1977; The Alan Guttmacher Institute: PersonAl ecntnunication, 1980. * ^ ^ , 



ERLC 



103 



1 



} 



Table 6. Legal abortions, abortion-relallb deaths ^and death rates, and relative risk of death, accx>rding to 

period of gestation:. United States, 1973-75 and 1976-78 

(Data are based primarily on reporting by State health departments and by facilities) 



Year and period 
of gestation 



Nunber of 

legal 
actions 
*rQX5rted 



Abortion-related, 
deaths 



Nunber 



Rate per 
100,000 
abortions 



Relative 
risk of 
death^ 



1973-75 



Total- 



Under 9 weeks- 

9-10 weeks 

H-1? weeks — 
13-15 weeka — 



16-20 weeks 

21 weeks and over- 



1976-78' 



Total- 



Under 9 weeks- 

9-10 weeks 

11-12 weeks — 



13-15 weeks- 
16-20 weeks- 



21 weeks and over- 



2,234,160 

" 928,814 
642,884 
355,217 
127,606 
150,754 
'28,885 



> 3,225,473 

1,628,840 
882^051 
425,744 
.127,890 
139,587 
29,361 



79 




3.5 


6 




0.6 


14 




2.2 


12 




' 3.4 


9 




7.1 


31 




20.6 


7 




24.2 


33 




1.0 


5 




0.3 


6 




0.7 






0.5 


8 




6.3 


10 




7.2 


2 




6.8 



1.0 
3.7 
5.7 
11.8 
34.3 
40.3 



1.0 
2.3 
1.7 
21.0 
24.0 
22.7 



'Relative risk based on the index rate of 0.6 for 1973-75 and 0.3 for 1976-f78* for the gestation period under 9 weeks. 
SOURCE: Center for Di^ase Cdntrol: Abortion Surveillance, 1978 . Public Health Service, DHHS, Atlanta, Ga., Nov. 1980. 
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Table 7. Ever-married wonen 15-44 years of age, acxx)rding to oontracqptive status, method of contraception used, race, and age: 

united States, 1973 and 1976 ^ 

(Data are based on hous^ld interviews of sarples of ever-married vonen in the diildbearing ages) ^ 



Year, race, and age 



Percent of 
ever-married;^ 
women using *^ 
contraception 



Total 



Method of contraception 



f'emale 
steril- 
ization 



Male 
steril- 
ization' 



Birth 
control 
pill 



Intrauterine 
devioe 



Diaphjiagm Oondom 



Other'' 



1973 
TOtal^ ^ 
15-44 yearsr- 



15-24 years- 
25-34 year^ 
35-44 years- 



White , 
15-44 years— 



15-24 years 

25-34 years 

35-44 years 

Black ) 

15-44 years 



15-24 years- 
25-34 years- 
35^44 years- 



See^-^eotnotes at end of tabled 



66.4 


100.0 


13.6 


66.9 
70.4 
61.5 


100.0 
100.0 ' 
100.0 


4.3 

12.1 
^ 21.7 

• ( 


67.8 ] 


100.0 


12.5 


67.1, 
71.6 
63.6 


100.0 
100.0 
100.0 


4.1 
11.4 
19.2 


55.8 ^ 


100.0 


25.4 


65.2 
59.2 ♦ 
46.8 


100.0 
100.0 
100.0 

1 


6.8 
20.3 
47.2 



10.4 




Percent distribution 



36.6 



11.2 

2.3 
11.0 
17.2 



♦1.2 

*(kl 
♦XO 

n.i 



36.1 

64.4 
35.8 
4 18.2 



41.8 

72.4 
41.6 
17.2 



{ 






I 


10.2 


3.4 


12.6 


13.3 


in Q 
lU .0 




7.7 


8.4 


30.2 


3.1 


12!4 


12.6 


5.6 


5.0 


16.1 


17.4 


L.^ 


3.6 


X3.4 ' 


13.4 


10.7 ' 


n.6 




8.6 


12.7 


3.2 


13.1 . 


12.6 


5.4 


5.3 


X 17.2 


17.4 








13.8 • 


1.8 


4.l' 


11.8 


12.6 


♦0.3 


♦1.8 


6.0 


18.8 ' 


♦2.2 


3.8 ♦ 


• 11.2 


8.4 


*2.5 


6.4 


17.2 






/ 
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Table 7. Ever-«arried wcnen 15-44 years <rf age, 



^dif^ to cx3ntracepti9e 'stattig'^iethod of contraception used, race, 
§tat€s, 1973 and 1976— Ciyntinued • 



and age: 



\ 


Percent of 




Method of contraception ^ 






Year, race, and age 


ever-married 
"Sing 

contraception ^^^^ 


Fenale 
steril- 
ization ' 


Male ' Birth Inti:auterine ^. 
steril- oyitrol device Diaphra^ 
i-zatibn' pill ' 


Oondcro 


Other^ 



1976 
Tot^al^ 
15-44 yearft- 



Percent distribution 



15-24 years— 
2S~34 years— 
35-44 years- 



White 
lS-44 yehrs- 



15-24 years- 
2S-34 years- 



3S-44 years- 



Black 

^15-44 years- 

15-24 years 

2S-34 years 

3S-44 years 



65.7 


100.0 


15.? 


11.9 


34.5 


ity.o 


68.3 
69.4 
59.3 


100.0 
100.0 
100.0 


3.8 
15.8 
22.7 


n.3 , 

^ 10.7 
20.9 


63.9 . 
34.8 ^ 
13.6 


79.4 
-^11.3 
8.3 


67 


100.0 


14.8 


12.9 


34.2 


9.7 


69.7 
70.8 
60.6 


100.0 
100.0 
100.0 


3.6 
15.6 
21.6 


n.V 

22.8 


64.2 
34.2 
13.1 


9.3 

11. a 

8.0 


56.7 


100 ro 


21.8 


*2.0 


38.1 


12; 6 


59jy 
61.1 
50.3 


100.0 
100.0 
• 100.0 


*7.1 
, 19,1 
* 33.1 


*0.4 
**0.4 
*5.2 


61.1 
42.7 
16.9 

f 


U.O 
13.6 
12.1 





/ 




4.0 


9.9 


14.4 


3.3 


7.0 


^ U.l 


4.1 


9.6 


U.6 


4.5 


12.3 


'17.7 


4.2 


10.2 


14.0 




V 




3.6 


• 7,2 


10.7 


4.3 


9.8 


Id. 4 


4.5 


12.8" 


17.4 






/ 


2.8 


6.2 


16.6 


'0.5 


M.6 


15.3 


'2.3 


7.1 


14.8 


4.8 


*6.0 


19.8 



^Refers only to currently married cotples. 

^Other methods include foam, rhythm, withdrawal, and douche. 

^Includes all other races npjt shown separately. 



9CX5CE: Division of • Vital Statistics, National Center for Health Statistics: Data frcm the National Su^ey of Pawiily Growth. 
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Table 8. Death rat^ for all causes, aoooraing to race, sex, and aqe: United States, selecte(/ ye^d 1950-78 

(Data are based on the national vital registration systera) ^ 



Year 



Race, sex, and age 



1950 



1955 



I960' 



1965 



1970 

.mi- 



1975^ 



1977' 



1978^ 



Total'' 

All ages^ age adjusted^- 
All ages, crude 



year- 



Under 
1-4 years- 
5^9 years — - 
10-14 years^ 
15-19 years- 
20-24 years 



25-29 years- 
30-34 yearsr- 
35-39 years- 
40-44 yearg- 
45-49 years- 
50-54 years- 
55-59 years- 
60-64 years- 
6S-69 yearsr- 
70-74 years 



75^79 -yearsr- 



80-84 years- 
85 years and ever- 



841.5 
963.8' 

754,6 

61.7 
58.1 
108 .IB 
146.0 
159.3 
199.4 
283.7 
441.3 
2.2 
2.2 
2.3 
.0 
2 
0 
3 



Ir 
Ir 

2,-3 

3,3 

5,15 

7, 
11,840 
20,193 



r979\ 



Niinber of deaths per 100,000 resident population; 



764.6 
S30'.A 

2,848.5 
113.4 
50.6 
46.6 
97.3 
134.9 
135.5 
163.0 
238.6 
379,8 
592.4 
947.1 
1,406.5 
2,097.8 
3,]!fe8.2 
4,695.1 
*7,367.2 
11,467.0 
18,983.3 



760.9 
954W 

2,696.4 



109 
4$ 
44 
92 
123 
130.8 
160.7 
233.6 
370.2 
590.9 
943.1 
1,385.0 
2,148.3 
'3,141.7 
4,720.6 
7^204.0 
11,724.0 
19,857.5 



739.0 
* 944.6 

2,463.3 
95.9 
43.9 
40.5 
95.3 
126.6 
134.0 
167.9 
242<4 
370.0 
5ff3.3 
924.0 
1,334.9 
2,120.9 
3,045.3 
4,420^6 
6,980.3 
10,814.6 
20,069.0 



714.3 
945.3 

2,142.4 
' 84.5^ 
42.1 
40.6 
110.3 
148.0 
144 
172 
247 
377 
584 
889 
1,361 
2,003 
2,969 
4,370.8" 
6,721.8 
10,157.8 
16,344.9 



638.3 
888.5 

1,641.0* 
70.8 
35.7 
^ ' 35.7 
101.5 
138.2 
136.7 
151.0 
209.6 
326.1 
512.4 
784.6 
1,199.8 
1,832.7 
2,574.7 
4,050.5 
• 6,205.1 
9,102.6 
15,187.9 



612.3 
878:1 



34.0 
3*.l 



1,485.6 
68.8 

101.6 
133.5 
132.. 1 
140.9 
195.5 
304.7 
482.3 
754.7 
1,138.1 
1,784.9 
2,480.4 
3,847.1 
6-073'..0 
8,814.7 
14,725.9 



606.1 
883.4 

1,434.4 
69.2 
»33.4 
34.3 
■ 100.9 
134.7 
U1.8 
139.7 
189.4V 
296.1 
471.6 
742.4 
1,115.9 
1,774.2 
^2,463.0 
^ 3,787.4' 
6,024.1 
8,954.0 
14,700.7 



White maJi^ 

All ages, ^ag^ adjusted-^ 
All ages, crude ; — 



Under 
1-4 years^ 



1 year- 



5-9 years — 
10-14 years- 
15-19 years- 
20-24 years- 
25-29 years- 
30-34 years- 
35-39 years- 
40-44 years- 
45-49 years- 
50-54 years- 
55-59 years 



60-64 years- 
\J5-69 years- 
70-74 years- 
75-79 years- 



80-'84 years — — :^ ^ 

85 years and over — 

See footnotffts at end of table. 



4. 



963.1 
1,089.5 



9, 

13,31 



22,132.6 



-3D5.0 
Vl,069.6 



766.4 


1,877.9 
\ 109.6 


. 67.3 


\ 56.7 


67 a 


\56.4 


130.5 


^32.1 


173.0 


182.5 


170 a 

201. 


158.0 


174.2 


293.4 


\ 258\5 


475.6 


\423.y 


773.7 


7^0.4 


1,213 .'6 


1,154.^ 


1,881.4 


1,760.8 


2,805.7 


2,645.5 


4,067.0 


3,964.8 


6,038.3 


^720.5 



8,649.8 
13,292.3 
20,063.6 



917.7 


911.1 


893.4 


812.7 


1,098.5 


. 1,087.6 


1,086.7 


1,015.3 


2,694.1 


2,409.0 


. 2,113.2 


1,594.4 


104.9 


91.5 


83.6 


71.3 




47.5 


47.5 


39.4 




48.7 


48.5 


43.3 


125.2 


130.8 


147.1 


144.5 


166.9 


171.0 


199.0 


189.5 


152.1 


■ 157.3 


169.2 


168.9 


173. a 


178^3 


185*. 4 


169.5 


253.4 


258.3 


• 260.4 


. 230^2 


417.0 


411.5 


420.0 


363.i 


/ 709.3 


687.1 


684.6 


606.0 


I>183.3 


. 1,157.1 


1,098.6 


971.3 


1,784^6 


1,751.5 


1,774.6 


,1,534.6 


2,751.4 


2,801.2 


2,708.4 


2,443*7 


4,050.7 


4,661.8 


' 4,046.1 


3,590.9 


5,909.2 


5,778.8 


5,828.0 


5,462.2 


8,698i7 


8,741.j9 


8,693.4 


8,253?6 


L3,544.3 


13,073.5 


12,606.8 


11,832.0 


k, 750.0 


22,733.6 


18,551.7 


18^.257.9 



781.5 


773.1 


998.2 


999.8 


1,429.7 


1,359.6 


69.7 


71.7 


38.4 


■ 36.3 


42.5 


41.8 


145.8 


146^9 


.190.0^ 


190.8 


167.3 


168.3 


164.2 


165.0 


219-3 


215.3 


339.7 


329.1 


565.1 


553.8; 


925.4 


906.6 


1,440.0 


1,404.8 


2,338.0 


2,3]J5.2 


3,436.4 


3,394.5. 


5,233.9 


15,166.9 


a,i04.6 


7,996.2 


11,597.5 


11,821.8 


18,04tr7 


18,100.3 


f 


* 


• 
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Table 8. Death rates fo^^ causes, according to race, sex, and age: United States, selected years 19^7©— Continued 



(Data are based on the national vital regi,stration system) • 



4^ 



Year 



Race, sex, and age 



1955 



1960 



r 



1965 



1970' 



197S^ 



1977' 



1978' 



\ X White feniali^ 

All ages, age adjusted^- 
All ages, crude 



Under 1 year-^ 

1-4 years 

5-9 years 

10-14 years 

15-19 years 

20-24 years- 
f5-29 years- 



30-34 years— 
35-39 years— 
40-44 years-^ 
45-49 years— 
50-54 years— 
55-59 years— 
60-64 Jfears— 
65-69 years— 
70-74? years 



75-79 years- 



80-84 years— 

*85 years and over- 



645.0 
80/.3 



586.5 

48,2 
. 41.3 
62.3 
79.8 
97.4 
128.9 
187.8 
288.8 
' 443.5 
657.8 
1,017.6 
1,621.1 
2,520.9 
4,265.2 
7,048.5 
11,061.8 
19,676.8 



^ Nunber of deaths per 100,000 resid«it pcpulatidan 



572.8 
777.4 

2,167.5 
90.3 
39.0 
31.8 
53.9 
64.7 
74.1 
101.0 
154.7 
246.8 
369.2 
575.9 
879.6 
1,385.7 
2,304.4 
3,718.0 
6,396.3 
10,528:4 
' 19,156.1 



555.0 
801.0 

, 2,007.7 
85.2 
38\3 
30.8 
. 50.3 
60.4 
71.6 
. 97.1 
•147.5 
237.9/ 
368.5 
560.3 
829.7 
1,362.2 
2,154.9 
V 3,583.2 
^6,084.2 
10,654.3 
19,477.7 



527.6 
800.8 

1,801.3 
74.6 
33.8 
28.0 
50.1 
63 .i 
^ 70.6 
101.6 
150.8 
'235.7 
376.1 
/ 567.4 
799.8 
1,281.8 
^2,025.9 
3,231.3, 
5,697.3 
9,587.5 
19,353.7 



501.7' 
812.6' 

1,614.6. 
66.1 
^2.0 
27.9 
. 57.8 
65.7 
73vl 
' 97.2'^ 
150% 9 
232.0 
373.6 
559.5 
830.8 
1,222^ 
1,924^ 
3A34.1 
5,349.8 
8,869.4 
15,980.2 



445.3 
783.8 

1,222.3 
57.1 
27.5 
24.4 
i 52.4 

X 59. a 

64.1 
84.3 
124 .'0 
206.9 
326.6 
499.7 
761.6 
l,li9.5 
1,662,7 
2,79^.8 
4,801.3. 
7,813.5 
14,494.1 



427.8 
783.3- 



1,094, 
55, 
25, 
25, 
55, 
59, 
61, 
78, 
115, 
' 191, 
'309, 
' 480, 
726. 
1,144, 
1,632, 
2,634. 
4,603, 
7,494, 
14,039. 



425.5 
796.5 

1,069.7 
55.3 
26.3 
23.7 
55.2 
61.0 
.63.0 
,76.4 
109.6 
187.5 
307.8 
474.5 
716.-5 
1,143.4 
1,628.2 
2,612.5 
4,564.3 
7,606.7 
14,079.0 



All other male^ 

All ages, age adjusjted^- 
AH ages, crude 



Under 1 
1-4 years— ^ 



year- 



5-9 years 
10-14 years- 
15-19 years- 
-20-24"-ysars- 
25-29 yeeu:3- 
30-34 years- 
35-39 yeeurs- 
40-44,. year s- 
45-49 years- 



50-54 years 
'55-59 years- 
' 60-64 years- 
65-69 years- 
70-74 years- 
75-79 years 



80-84 years * 

85 years and over — p— 

See footnotes \t end of table. 



1,358.5 
1,251.1 

1,438.8 

98.2 
95.8 
216.6 
365.4 
' 429 .4 
573.0 
702.0 
1,039.0 
1,458.5 
2,332.7 
3,266.3 
4,274.0 
4,605.4 
"6,340.5 
8,864.1 
9,29U9 
*15, 74^.1 , 



1,187.5 
^133.3- 

5,348.3 
20.2.2 
77.2 
75.5 
' 168.6 
316 ..0 
379.9 
430.6 
566.4 
880.4 
a,3U.5 
1,889«0 
2,693.7 
3,874.9 
4,580.3 
6,088.5 
7,169.9 
9,695.2 
13,766.7 



1,211, 
1,152, 



5,189.4^ 
207.3 
72.3 
78.8 
165.8 
274.9 
. 343.0. 
L>428.6 
. 599.2 
876.5- 
.1|?414 
1,91672 
2,500.5 
4,053.8 
5,108.7 
6,493.2 

. •7;62a.o 

ll,017.4 
'15,238.7 



1^217. 2 
1,121.3 



4,871.1 
.178.3 
70.4 
65.0 
172.8 
292.0 
) 392.2 
458.4 
662.8 
948.6 
1.324.6 
1,887.4' 
2,492.6^ 
3,940.8 
4,853.1 
6,433.9 
8,180.5 
9,725.4 
15,761.8, 



1,231.4 
^ 1,115.9 

• 4,020.0 
144.7 
62.2 
- 67.8 
229.0 
' 415.5 
456.6 
558.8 
723.7 
1,024.3 
1,395.1 
1,935.3 
2, 639*. 5 
3,534.4 
4,759.2 
' 6,557.3 
8,483.1 
9,855.8 
11,405.2 



1,097.5 
999.1 

3', 001.1 
108.8 
- 55.9 
57.4 
164.3 
340 .-7 
435.8 
477*1, 
630. 8*^ 
844.7 
1,166.4 
1,690.0 
2,392.8 
3,280.8 
4,036.7 
6,534.9 
8,254.3 
9,167.4 ' 
11,693';8 



^1,045.9 
> 967.1 

2,780j4 
10811'*^ 
51.6 
53.9. 
145.0 
• 276.6 
382.0 
415.1 
560.8 
793.0 
1,100.8 
i,624.2 
2;310.8 
3,^60.1 
3,795.2 
6,19^.1 
8,656.4 
8,986.0 



1,029*6 
959.7 



2,708.5 
108.1 
51.5 
'53.1 
136.1 
278.4 
356.7 
402 .3 
^ 546.8 
J84 
i,021 
1)610 
2,266 
3,339 
3,814.8 
5,984.5 
8,724.1 
9,419.8 



11,286.1 ^10,678.2 




Table 8. ^th^ates foe all causes, iboording to pace, ^x, and age: United States, selected years 1950-78— Continued 

^^ (Data are based on the rational vital registration system) 



\ 

Race, sex, and age 



7 



Year 



1950 



1955 



1960 



1965 



1970 



1 



1975^ 



1977* 



Black male 

All ag< 
All ages, crude 



All ages^ age adjusted^- 



Under 1 year- 

1-4 years 

5^9 years 

10-14 years- 
is- 19 ,years— 
20-24 yearg^ 
25-29 yeara- 
30-34,-years^ 
' 35-39 years- 
40-44 years 
45^49 yeare 



50-54 year^ 



55^59 year*- ■ 

60t^ years 

es^9 years — ^ — 

7Q-74 year s \ — 

'75r79 year 9 ^ 

80-84 years 

85 yeauis and over s 

All Other female^ 

All ages, agfe adjusted*^ 
All ages, crude • — 



Under 1 yiear- 

1-4 years 

5^9 years — 
10-14 years- 
lS-19 years- 
20-24 years- 
25-29 years- 



30-34 years- 
35-39 years- 



40-44 year s- 
4S-49 years- 
51>-54 years- 
# 55-59 years^ 
60-64 years- 
65-69 years- 
70-74 years- 
75-79 years- 



80-84 year&7 
85 years and over- 



1,373 
1,<J60. 




216.0' 
^- 366.9 
' 433.5 
v583.1 
7;L3.0 
1,066.0 , 
1,496.2 
2,393.2 
3,325.3 
4,382.7 
4,668.8* 
6,436.0 

10,10i.9 



1,095.7 
993.5 

1,163.0 

80.1 
69.1 
176.6 
253.9 
330.9 
457.2 
•*613.6 
924.4 
1,246.8 
1,940.7 
2,630.0 
3,579.3 
3,346.8 
5,153.9 
■ 7,014.5 
' 7,220.0 
13,426.9 



Number of deaths per 100,000 resident population ^ 

— 1,246.1 
1,1«1.7 

5,306.? 

208.5 

71.9 

79.2 

165.5 

271.8 

356.3 

— - 447.4 

'627.9 

912.3 

1,296.7' 

2,016.7 

2,664.5 

. 4,199.6 

^ 5,226.5 

6,664.5 

— 7^653.7 

10,757.1 

14,844.8 



1,270.3 


1,318 .6 


1,174*3 


1,127.6 


,1^113.1 


J. , J.D J . U 


J. , J.O V . V 


1 odA n 

J. , UU*l . u 


1,037.0 


1 028. 7r' 


e:4^-5Q Q 




3,253 .5 


3,038.7' 


2,957.9 


182.3 


150.5 


114.6, 


113".6 


112.9 


72.0 


65.1 


57.6' 


53.6 


53.9 


65.8 


63.8 


57.1 


55.7 


54.4 


176.6 


.230.9 


167.4 


143.0 


133.7' , 


300.0 


448.8 


357.3 


287.2 


289.2 


404.4 


505.4 


• 476.8 


412.8 


386.0 


489.4 


622.3 


531.4^ 


Hs.s 


448.1 


. 704.9 


794.9 


671.2 


610.0^ 


591: 2 


1,007.3 


1-,117.3 


924.4 


862.9 


848.9 


1,395.9 


1,514.9 


1,270.2 


1,206.2 


1,132.6 


'1,986.4 


2,075.3 


1,822.9 


1,765.1 


1,752.0 


2,633.8 


2,825.8 


2,548.0 


2,472.3 


2,438.2, 


4,226.9 


3,778.7 


3,466.3 


3,565.0 


3,549.6 


5,039.8 


5,051.3 


4,201.5 


3,937.4 


3,967.9- 


6,559.0 


6,936.6 


7,045.5 : 


6,699.0 


6,442.9 


8,461.4 


8,827.8 


9,080.2 


9,886.7 


it), 080. 7 


9,919.6 


10,629.9 


9,7^.7 


9,853.8^ 


10,540.5 


15,966.7 


12,222.3 


12,450.9 


12,030.0 


11,376.9 



. 909.9 


893.3 


831.4 


770.8 


648.3 


621.3 


875.9 


872.6 


822.6 ' 


775.3 


^682.5 


672.5 


4,282.1 


4,067.1 


3,872.7 


3,169.4 


2,523.0 


2,304.5 


185.7 


174.4 


156.7 


123.3 


93.0 


^7.1 


61.1 


61.0 


"^54.5 


46.0 


36.8 


34.3 


48.6 


44.2 


•40.2 


38.6 


31.6 • 


28.0 


" 91.2 


80.4 


80.2 


84.7 


65.4 • 


t62.8 


164.5 * 


135.8 


121.6 


138.1 


110.7 


99.1 • 


234.0 


' 210.2 


- 189.2 


185.2 


141.7 


131.*^ 


Y 322.2 


307.8' 


.288.0 


250.0 


183.4 


165;6 


477 .'6 


448.1 


435.6 


395.7 


268.9 


256.1 


686.4 


660.8 


637.7 


586.3 


,434.7 


404.1 


1,051.4 


919.4 


870.5 


829.0 


657.8 


599.7 


1,567.9m. 


1,419.5 


1,246.4 


1,153.0 


914.1 


914. 5\ 


2,109.9 


1,951.8 


t,6b77.8 


1,606.4 


1,367.4 


1,307.5 


2,872.4 


3>019.5 


2,849.3 


2,218.8 


1,939.0 


1,895.0 


3,348.5 


3,474.4 


3,206.2 . 


3,120^5 


,2,331.0 


2,176*1' 


4,472.4 


4,742.5 


4,257.2 


4,4887^ 


4,667.0 


4,298.6 


6,156.8 


5,879.2 


5,714.0 


5,782.2 


5,832.0 


6,450.8 


6,892.2 


d,477.5 


7,868.8 


7,4il.5 


6,180.9 


6,265.0 


11,214.7 


12,871.2 


12/998.0 , 


10,288.9 


9/177.3 


8,673.5 



605.5 
664.5 

^2,206.5 
^9.7 
^.4 

28.6 
55.9 
97.2 
128.5 
. 159.7 
244^ 
38ir.9 
570.1 
877.4 
1,271.5 
1,867.3 
2,150.3 
3,980.1 
' 6,620.7 
6,372.9 
8,449.0 



See footnotes, at end of table. 
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Table t. I^^dj^ rates for ajll causes, acxx>rding b> race, s^xp and, age: Unit^ States, selected yeaj^s 1950-78--Gontinued 

(Pata aj;e based on t^ie national vital registration system) 



Year 



Race, sex, and age 

A 4 



1950 



1955 



1960 



1965 



1970' 



1975^ 



1977-' 



1978* 



Bl^^^dnale: ^ 



^ All ages, age adjusted"*—— 
All ages, crude ; 



Under 
1-4 years 



1 ye^r- 



5-9 y^s 
10-14 year«^ 
lVl9 years- 
% 20-24 years-v 
25;- 29 years 
30H34 years 
35-39 years 
40-44 years 
45-49 years 
5(>i^ years 
55-59 years 
60-64 years 
65-69 years 
70-74 years 
75-79 years 
80-84 years 
J5 years and oyer 



1,106.7 
1,002.0 



1,139.3 




8,347.0 



Nunber of deaths per^lOO,OOWesident population 



^ 916.9 
905.0 

4,162.2 
J73.3 
*61.8 
44.1 
81.3 
138.1 
220.6 
323.5 
467.3 
682.5 
943.4 
1,460.5 
2,051.1 
3,113,2 
.3,551.9 
4,832.6, 
5,931.2 
8,437.3 
13,052.6 



) 



859.9 
860.6 



4,001.1 
159.3 
56.2 
40.2 
81.0 
125.5 
195.9 
304.6 
457.9 
668.3 
908.4 
1,288.6 
1,739.7 
2,992.2 
3,324.4 
4,351.9 
5,86^.3 
7,926.0 
13,143.5 



4.4 

• 859.2' 



3,368.8 
129.4 
• 47.6 
40.1 
86.2 
144.1 
, 198.3 
267.8 
428.4 
637.6 
887.0 
1,222.0 
1,688.5 
2,335.8 
3,285.3 
4,728.5 
6,059.7 
7,761.0 
10,706.6 



688.4 
735.5 



664.4 
730.6 

2,509.6 
91.0 
35.6 

.3 
.0 
.7 



28 
62 
102 



•-143.8 
178.2 
275.8 



440.6 
658.4 
' 998.5 
1,39773 
1,987.4 
2,234.5 
4,B0fr.8 
7,271.1) 
6,618.5 
9,035.3 



650.5 
:^23.1 



/ 



2,413.7 
94.9 
36.2 
29.3 ^ 
56.3 
,101.2 
J39.5 
175,4 
264.3 
415.0 
626.7 
960. ll 
1,362.3 
1,977.5 
'2,199.2 
4,227.3 
7,579.1 
6,827.9 
8,793.1 



^Excludes deaths of nonresidents of the united States. 

^Includes all race&^and both sexes. ^ . " • ' 

^Age adjusted by t^ direct .method to the tota? population ot the United States as enunerated in 1940, usin^M age 



groups 



Includes black males^ 
^Ineludeus' black £|9T|al^ 



SOUBCESi National Center for Health g^tisftics^ Vital Statistics of the United States , Vol. II, 1950-78. Public Health^ 
^Service. Washington. TJ.S-. Government Printing Office; Data oonputed by the Division of Analysis from data ocnpiled by the 
Division of Vital Stiitetics; U.S. Bureau of the* Census: Population estimates and^ projections. Current Population 
Reports . Series P-25,^^ 310, 519, 721, and 870. Wa^ington. *U.S. Governmwrt Printing Office, June 1965, Apr. 1^74, 
Aprt 3P78, and Jan. 1950 Nonwhite Population by R^ , Special r^rt P^E No. 3B. Washington. U.S. Government 

Printing Office, 195^;"l;eneral population characteristics. United States suimary, 1960 and 1970. iJ.S> Census of 
Population . Final repor^ PCjl)-lB and PC{1)-«1. )feishington. U.S. Government Printing Office, 1961 and 1972. 
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Table 9. Life, e: 



Specified age 
and year 



xpejancy'-^birth and 65 years of age, according to'race ^ sex: United states, selected - 
^ vears 1900- IQ 7ft • 



'Both 
sexes 



years 1900-1978 
(Data are bas^ on the national vital registration systen) 
Total 



N^le 



Fenale 



White 



Both 
sexes 



Male 



Female 



Both 
sexes 



All other' 



Male 



J. 



Female 



At birth 



1900^- 
1950- 
1960- 
1970^- 
1975^- 
1977^- 
1978?- 



Reroaining life e^qjectancy in years 



At 65 years 



1900-1902^ 

0950 

1960— 

19703. 

19753- 
19773- 
1978^— 



47.5 
68.2 
69.7 
70.8 
72.5 
73. i 
73.3 



11.9 

'i\ 

15.2 
16.0 
16.3 
16.3 



46. 
65, 
66. 
67. 
68. 
69. 
69. 



11.5 
12.8 
12.8 
13.1 
13.7 
13.9 
14.0 



48.3 
71.1 
73.1 
74.7 
76.5 
77.1 
77.2 



12.2 
15.0 
15.8 
17.0 
18.0s. 

i^.r 

18.4 



.47.6 
69.1 
70.6 
71.7 
73.2 
73.8 
74.0 



14.4 
15.2 
16.0 
16.3 
T.6.4 



46.6 
66.5 
67.4 
68.0 
69.4 
70.0 
70.2 



48.7 
72.2 
74.1 
75.6 
77.2 
77.5 
77.8 



33.0 
60.8 
63.6 
65.3 
67.9 
68.8 
69.2 



32.5 
59.1 
61.1 
61.3 
63.6 
64.6 
65.0 



33*5 
62.9 
66.3 
69.4 
72.3 
73.1 
73.6 



11.5 


12.2 




10.4 


U.4 


12.8 


15.1 




12.5 


14.5 


12.9 


15.9 


13.9 


12.7 


15.2 


13.1 


17.1 


14.9 


13.2 


16.4 


13.7 


18.1 


'15.7 


13.7 


17.5 


13.9 


18.4 


16.0 


14.0 


. 17.8 


14.0 


18.4 


16.1 


14.1 


18.0 



■ toh^^^V^'* ^'^"^ ««« fo*^ people only. 

^SS:^U^ired°?^-tiln*^9?3.'^-^'^''*"r '"""^ '° '^"^^^ °^ '^^^^ ^" 

Eludes deaths of nonresidents of the united states. 

printing Off ioe, F«,. U, 1977, May 11, 1979, and Sept. 17, 1980; Unpuhlishe^S fr^ S'o^iS^Vi^i StSTst^ 



i:: 



ERIC 



III 



Table ip. infant, lat« ^etal, and perinatal nortality rates, according^ 

(Data are based on the national vital regist 
Infant mortality rate' 

Race and year 



nited States, selected years 1956-78 

'fbn\systOT) - ^ 



Total 



195(H 
1955- 



1960— 
1965— 

1970*- 
1975*- 
1977*- 
1978*- 



4- 



. White 



1950- 
1955- 



1960— 
1965— 

1970*- 
1975*- 
1977*- 
1978*- 



All other^ 



1950- 
1955- 
1960- 



1965 — 

1970*— 
1975^ 
1972^- 
1978*- 



Black: 



1950— 
195S— 
1960— 
1965— 

1970*- 
1975*- 
1977*- 
1978*- 



Meonatal 



Total 



29.2 
26.4 
26.0 
24.7 

20.0 
16.1 
14.1 
13.8 



26.8 
23.6 
22.9 
21.5 

17.8 
14.2 
12.3 



44.5 
42.8 
43.2 
40.3 

30.9 
24.2 
21.7 
21.1 



43.9 
43.1 
'44.3 
41.7 

32.6 
26.2 
23.6 
23.1 



Under 
28 days 



Under 
7 days 



NiJi*)er of deaths per 1,000 live births 



Post^ 
/leonat 



/ 



"20.5 
19.1 
18.7 
17.7 

15.1 
U.6 
9.9 
9.5 



19.4 
17.7 
17.2 
, 16.1 

■13.8 
10.4 
8.7 
8.4 



27.5 
27.2 
26.9 
25.4 

21.4 
16.8 
14.7 
14:0 



27.8 
27.8 
27.8 
26.5 

22.8 
18.3 
16.1 
15.5 



17.8 
17.0 
16.^ 
15.9 

13.6 
8.0 



17.1 
15.9 
,15.6 
14.6 

12.5 
9.0 
7.4 
7.0 



22.8 
22.9 
22.9 
22.1 

,19.1. 
14.4 
12.3 
11.9 



23.0 
23.5 
23.7 
23.1 

20.3 
15.7 
13.5 
13.2 



Late fetal 
nortality 
rate^ 





1 A Q 




12 9 


7 3 \ 


13.1 


-7.0 \ 


11.9 . 


49 ^ 


9.5 ' 


L ^ 
4 . ^ 


7.8 


4.2 


7.1 ' 


4.3 


6.6 


7.4 


13.3 




11.6 


5.7 


10.8^ 


5.4 


10.5 




8.6 


J . 0 


1.1 


3.6 


6:5 


3.6 


*-6.0 










16.9 


24.8 


15.6 


20.5 


16.4 


19.2 


14.9 


18.8 


9.5 


13.9 


7.5 ' 


10.8 


7.0 


9.5 


7.0 


9.1 


16.1 




.15.3 




16.5 




15.2 


» 


• /.9 




7.6 




7.6 





Perinatal 
mortality 
rate^ 



32.5 
29.7 
28.6 
27.6 

23.0 
17,7 
15.4 
^4.6 



30.1 
27.3 
26. ? 
25.0 

21.1 
-16.0 
D.9 
13.0 



47.0 
43.0 
41.6 
40.5 

20.9 



Cti" fltSleSSsTl'SlS A'^t^T^^-^io.. ^ rate is t^e m.t.r of Ute fetl a~th. per 1.000 ' 
SSi»JS°aS'ui"2e'2S S£?i»fh. Plu. in««.t *.th. «lU,ln 7 ^ of UrU,. r.t. is «« n»«r of p«ln.t.l 

iS'iSr.S'urfeSf^tS'ai^rin, to ^*i*nu ii .the »itea states. . . 
^incluctes black infants. » 

Division of Vital Statisti^^ * ^ ' » 



1 ^ ' 
1 J. i. 



1 — ^ — _ . 

Table 11. infant norutlity rate0^' according to race, geogra^rfiic divisicxi, and State: United States, average annual 

^ , . 1966-68, 1971-73, and 1976-78 \[ 

. - * * /(Data are based on the national vital registration system) 



Geogra^c 
division and 
StaU 





1966-68 






1971-73^ 




• 


1976-782 




Total^ ' 


White 


Black 


TQtal^ 


White 


Black 


lOtai' 


wnice 


DlaCK 






Infant deaths per 1,000 live births 








22.7 


19.8 


38.0 


18.5 


16.4 


29.4 


14.4 


12.5 


24.1 


20.5 


19.7 


35.0 


16.1 


15.5 


27.9 


11.9 


11.3 


22.6 


22.3 


22.2 


*30.9 


17.6 


17.7 


*10.0 


in "5 
lU. J 


1 n A 
lu .4 


*Q n 


20.3 


; 20.2 


*52.6 


16.9 


16.9 


*26.0 


iU. 7 


1 n ft 
lu .0 


It A n 
4 .u 


21.2 


21.2 


*18.2 


14.8 


14.9 




12. ]> 


12.1 


*30.3 


20.4 


19.7 


35.7 


. 15.6 


15.0 


28.2 


11. f 


11.2 


19.6 


20:9 


19.9 


44.5 


18.6 


18.1 


29.9 • 


13.4 ' 


12.4 


30«5 


- 19.8 


18.5 


33.0 


15.7 


14.3 ' 


27.7 


13.1 


11.5 


25.1 


21.9 


* 

19.1 


37.8- 


17.7 


15.6 


' 28.8 


14. D 


10^ 


o'j 0 


21.9 


19.0 


37.1 


17.7 


15.6 


28.0 


1 A fi 
14 . 0 


IZ^ D 


O'^ ft 


21.8 


18.3 


38.8 


17.7 


14.7 


30.4 


14.1 


11.5 


24.5 


22.1 


19.9 


38.2 


17.7 


16.1 


29.1 


. 14*4 


13.0 


23.8 


22.1 ' 


19.9 


37.3 


18.6 


16.4 


31.2 


14.4 


12.6 


25.2 


20.8 


19.2 


34.2 


18.0 


16.3 


29.9 


1 >i n 
14. U 


iz . 0 


00 ^ 


22.3 


21.0 


36.8 


18.6 


17.3 


30.6 


1 A n 
14 . U 


IZ . 7 


J'K 0 


24.1 


20.5 


39.7 


20.5 


17.3 


32.9 


1 

10 . 1 




Oft 0 


22.0 


19.7 


36.9 


18.7 


16.1 


31.2 


14 . J 




04 Q 


19.8 


19.2 


33.2 


14.9 


14.3 


24.7 


11 1 
11. / 


n 0 


10 0 
17 . ^ 


20.4 / 


19.1 


38.4 


17.5 


16.6 


28.7 


13.6 


12.6 


25.8 


19.2 


18.9 


40.0 


16.7 


16.5 


28.0 


t 

12.3 ' 


12.0 


24.8 


19.2 


19.0 


33.2 


17.0 


16.9 , 


25.2 


1 "J 1 
1 J. 1 


IZ .0 


0^ Q 
ZD . 7 


22.5 


* 19.4 


. 40.1 


18.7 


16.8 


29.0 


1 >i 0 
14. 0 


1 0 "7 
IZ. / 


ZD . D 


19.6 


19.3 


*20.1 


^ 15.5 


15.0 


*30.5 


1 ^ ^: 
U.o 


1 1 

1 J . 1 




' 22.6 * 


20.8 


♦16-.2 


' 18.8 


16.8 


*33.1 


1 ^ c 


14 . u 


*09 0 


18.6 


17.9 


30-8 


17.0 


16.3 


31.7 


11 1 


10ft 

iz .0 


24.1 


20.0 


19.0 


35.8 


17.5 


16.8 


27.3 


1 "J "J 
1 J. J 


10^ 
IZ . D 


OA n 


25.5 


20.3 


38.7 


20«2 


16.8 


29.2 


1 <j n 
lo .U 


10ft 


OA 1 
Z4 . 1 


21.1 


16.5 


40.3 


16.8 


13.1 


31.3 


13.2 


10.7 


21.9 


22.2 


18.7 


- 35.5 


16.6 ^ 


14.0 


25.3 


15.4 


12.3 


23.4 


29.3 


20.3 


1 31.6 


27.1 


20.5 


28.3 


26.6 


12.9 


29.5 


24.1 


20.1 


/ 37.6 


19.8 


17.1 


30.1 


1 ^ 'J 
Id. J 


' 10 7 
IZ . / 


04 'K 




24.2 


41.0 


19.8 


19.3 


33.5 » 


1 ^ ^ 


It;'?' 


o'? n 


27.3 - 


21.0 


^ 42.1 


22.3 


18.4 


32.0 


1 £ 1 
lo .7 


^1 A 

XJ .4 


OA 






39.6 


22.3 


17.0 


31.2 


18.6 


13.5 


26.5 


26.6 . 


19.8 


39.9 


19.9 


16.3 


27.6 


15.6 


12.2 


22.0 


25.0 


20.0 


39.0 


19.4 


16.4 


28.5 


14.9 


12.1 


23.0 


27.6 


21.8 


42.4 


21.6 


17.8 


32.2 


16.4 


13.3 


24.9 


23.7 


22,4 


37.8 


17.9 


17.2 


25.0 


13.9 


13.3 


21.3 


24.6 - 


21.1 


.37.5 * 


20.6 


18.1 


30.0 


15.4 


13.4 


22.9 


27*6 


21.5 


39.2 


22.7 


17.7 


32.6 


17.5 


13.5 


' 25.2 


36;6 


23.0 


49.4 


26.3 


18.6 


35.0 


19.4 


12.7 


26.8 



United States- 
New Ehgland 



Maine- 



New Haqpehire- 
Vehnofit- '■ — 



Massachusetts- 
Rhode Island- 
Connect icut- 




Pwinsylvania- 

East North Central- 



Ohio 

Indiana- 



Illinois — 
Michigan — 
Wrsconsin- 



-West North Cent^al- 



Minnesota- 
lowa 



Missouri- 
North pak( 
South £>ak! 
Nebraska- 
Kansas — 



South Atlantic- 



dblaware 
Maryland- 



District of Colinbia- 
Virginia- 



West VirginiP- 



North Carolina- 
South Carolina- 
Georgia 

Florida 



East South Centra]*- 



Kentuck>^-7 
Tennessee- 



Alabama 

Mittsissippi- 



See footnotes ^t end of table^. 
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Table li. Infant nortality rates, acxxnrding to race, geographic division, and State: AJnited Statte, average annual 
^ ' ' 1966-68, 1971-73, and 1976-78— Continued ' 



(Data are based oh 'the national vital registration system) 



Geogr^ic 
division aad 
State ^ 



1966-68 



Total' ^ Wiite Black 



1971-73^ 



1976-78^ 



Total! White Black / Total' White Black 



West south Central- 



24 a 



20.5 



Infant deaths per 1,000 live bir^ 



37.6 



19.9 



18.0 



28.2 



15.5 



13.4 



.24.4 



Arkansas — 
,IX3uisiana- 



lOklahcna- 
Texas 



24.3 
26.9 
21.3 
23.6 



19.9 
18.9 
20.0 
21.2 



35.8 
39 .,1 
35.3 
37.0 



19.3 
21.6 
17.9 
19.9 



17.3 
17.9 
17.4 
18.3 



2S.3 
27.6 
28.3 
29.3 



15.7 ^ 
17.7 
"1.4.8 
15.0 



U,3 
12.6 
14.0 
13.5 



23.1 
25.6' 
22.9 
24.0 « 



Mountain- 



Mon tana- 
Idaho — 



Wi<*ing 

Colorado- 
New Mexico— 
/ Arizona 



Utah — 
Nevada- 



.22.3 

21.9 
19.5 
22.9 
22.3 
25.2 
24.5 
17.5 



20.6 
1?.4 
22.3 
21.8 
23.0 
21.3 
17.0 
22.7 



33.9 

*54.6 
*16.4 
*42.1 

34^? 

31.0 

35.2 
*31.8 

32.2 



'17.4 

20.7 
16.9 
22.7 
17.3 
19.7 
16.9 
13.5 
19.4 



16.8 

20.1 

16.6 

22.5 

17.2 

18.5 

15.7 

13.3 <' 

18.7 



25.1 

*34.2 
*20r8 
*40.8 
21.7 
28.1 
26.0 
*25.5 
26.2 



12.8 

13.9 
12.0 
14.4 
12.0 
14.5 
fi.9 
11.1 
13.5 



12.4 

13.4 
12.1 
14.4 
11.9 
13.8 
12.9 
10.9 
13.1 



19.4 

.3 

*20.1 
*27.2 
19.0 
23.1 
18.4 
**19.4 
19.4 



Pacif ic- 



19.9 



19.1 



30.5 



15.9 



15.3 



25.1 



12.3 



11.8 



19.9 



Washington- 
Oregon 

California- 
Alaska 

Hawaii 



20.0 
20.2 
19.8 
27 .'4 
17.8 



19.1 
19.8 
19.1 
3S.1 
15.3 



37.9 
36.3 
30.1 
^*26.5 
*24.2 



17.3 
16.7 
15.6 
18.7 
15.4 



16.9 
16.6 
14.9 
18.3 
15.5 



28.9 
28.0 
24.9 
*22.7 
*12.6 



13.0 
12.6 
12.1 
15.2 
11% 1 



12.9 
12.5 
11.5 
U.4 
11.1 



18.8 
20.6 
20.0 
*20.3 
*12.8 



'includes all other raoes not shown separately. 

^Exdludes births and infant deaths occurring to nonresidents of the united States. 



SOURCE: National Center for Health Statistics: Data ocnixjted by the Division of Analysis from data oonpiled by the 
Division of vital Statistics. 
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Table 12. Infant niDrtality rates and perinatal mortality ratios: Selected bountries, 1973 and 1978 
(Data are baaed on national vital registration systems) 



Cowtry 



Infant mortality 
rate 

1. 



1973 



1978^ 



Average 
annual 
^percent 
change 
1973-78 



Perinatal J 
nor tali ty ^ 
"ratio^ 



19733 



1978^ 



Average 
annual 

'percent 
change 

1973-78 



Canada 

united States- 



Austria- 
Dennrk- 



Digland and Wales- 
Franoe- 



Gennan Denocratic 
Getaan Federal Republi' 

Ireland 

Italy 

Netherlands 
Sweden- 



Republic- 
XJhlie 



Switzerland—' 



Israel- 
Japan— 



Australia 

New /Zealand— 



Infant deaths per 




Perinatal deaths ^ 




1,000 live births 


• 


per 1,00(5 live 


births 




15»5 


12.4 


-5.4 


17.7 


15.1 


-5,2 


17*7 J 


D.8 


-4.9 " 


20.7 


15.2 


-6.0 


23.8 


15.0 


-8.8 


24.8 


15.0 


-9.6 


11.5 


8.9 


-5.0 


14.6 


10.7 


-7.5 


16.9 


13,1 


-5.0 


21.3 


17.1 


-5.3 


15.5 


10.6 


-7.3 


^13.8 


15.8 


-3.4 


15.6 


D.2 


-3.3 


19.4' 


15.2 


-4.8 


22.7 


14.7 


-8.3 


23.2 


13.8 


-9.9 


18*0 


15.6 


' -3;5 


23.1 


21.8 


-2.9 


25.7 


17.7 


-8.9 


29.6 


20.8 


-6.8 


U.5 


9.6 


-3.5 


^ 16.4 


13.0 


-5.6 


9.9 


7.8 


-4.7 


14.1 


9.6 


-7.3 


13.2 


8.6 


-8.2 


15.5 


10.7 


-7.1 


22.8 


17.2 . 


-5.5 " 


21.2 . 


17,4 


-3.9 


11.3 


8.4 


-5.8 


18.0 


13,0 


-6.3 




• 






16.5/r.. 


lAs 


■ -6.7 


22.4 


17.8 


-5.6 


16.2 


14.2 


-3.2 


19.4 


14,3 


-5.0 



^Data toe Canada, Ireland, Italy, Australia and New Zealand refer to 1977; data for pemark and France are provisional, 
^etal deaths of 28 weeks or more gest;ation plus infant deaths within 7 days per 1,000 live births. For all countries, 
fetal deaths of uiknown gestation period are included in the 28 v^ks or more gestation. T^is is not the usual way of 
calculating the perinatal ratio for the united States^ but it was done for the^ purpose of ccnparison. 
^»ta foe New Zealand refer to 1971? data for France, German Deroocratic Republic, and Italy refer to 1972. 
T>ata for Ireland refer to 1975? data for Canada, Demark, Bigland and Wales, France, German Denocratic Republic, Italy, 
Netherlands, Australia, en^ New Zealand refer to 1977; data for France are provisioned. 
^Excludes infants who have died before registration of birth. 

NOOE: Oomtries are grouped by ocntinent. 



SCUCES: Morld Health Organization: World Health ^Statistics, 1973-76 
Organization, 1976 and 1980; United Nations: Denographic Yearbook 1974 . 
Nations, 1975. 



and 1980. Vbl. 1, Geneva. World Health 
Pub. No. ST/ESA/STAT/R.3. New York. Uaited 





Table 13. Life expectancy at birth, according to sex: Sellcted countftes, 1973 and 1978 
(Data are based on reporting by countries) 



Country 



Male 



1973' 



19782 



Aver2ige 
amual 
diange in 
years 



Fanale 



1973^ 



19782 



Average 
annual 
change in 
years 



Canada- 



United States- 



Austria- 
Dennark- 



England and Wales- 
Prance 



Switzerland- 



Israel'* 
Je^san— 



Australia 

New Zealand- 



Life esqjectancy 
in years 



Life expectancy 
in years 



German Oenccratic Republic- 
German Federal Republic 

Ireland 

Italy 

Netherlands 

^^eden 



69.5 


70.5 


0.3 


77.0 


^ 78.2 


0.3 


67.6 


69.5 


0.4^ 


75.3 


77.2 


0.4 


67.4 


68.4- 


0.2 


74.7 


75.7 


0.2 


i71.1 


71.7 


0.1 


76.6 


11.1 


0.2^ 


69.2 


70.2 


0.1 


75.5 


76.3 


0.2 


69.5 


69.9 


0.1 


77.3 


77.9 


0.2 


68.9 


68.9 




74.2 


74.5 


ofi 


67.8 


69.2 


' 0.3 


74.4 


76.0 


0:3 


68.5 


69.0 • 


0.2 , 


73. ,4 


74.3 • 


0.3 


68.9 


69.8 


0.3 


75.2 


76.1 


0.3 


71.2 


72.0 


0.2 . 


77.2 


78.7 


0.3 


72.1 


72.5 


o.r ^ 


77.7 


79.0 


0.3 


71.1 


72.0 


0.2 


77.2 


78.9 


0.3 


70.2 


, 71.6 


0.3 


73.2 ' 


75.1 


0.4 


70.9 


73.2 


0.5 


76.3 


78.6 


0.5 


68.3 


70.0 


• * 

0.4 


, 75.3 


77.0 


0.4 


69.2 


69.4 


0.1 


; 74; 8 ^ 


75.6 


0.2 



■ ' ^. 

average for the period 1969-70; data for Ireland and Italy refer to 

France, firman D^Jfocratic Republic, and^New Zealand refer to 1976; ddta 
to ^77. • . . ' 



^Data for the German Democratic Republic refer to^ 
1972. ^ » 

^Data for Ireland and Italy refer to 1975; dat 
for Canada r England and Wales, and Austra^ 
^Jewish population only for 1973. 

NOTO: Countries are grouped by continent. 



SOURCES: Wbrld Health Organization: Wbrld health Statistics, 1973-76 and 1980. Vol. 1. Geneva. World Health Organizatibn, 
1976 and 1980; United Nations: Demogrc^ic Yearbook, 1974 . Pub. No. ST/ESA/STAT/R/3 . New York, United Nations, 1975; 
National Center for Health Statistics: Vikal giaiislics of the United States, 1973 , Vol. II, Sec. 5. DHBW Pub. No. (HRA) 
77-1101. Health Resources Acininistration. Washington. U.S. Governraent Printing Ottice, 1977; Final mortality statistics, 
1978. Monthly Vital Statistiqg Report , Atol. 29, No. 6, Supplanent. DHHS Pub. No. (PHS) 80-1120. Public Health Service. 
Washington. u.S. Goverrmait Printing Office, Sept. 17, 1980. 
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Table 14. Age-adjustad death rates for selected causes of death, according to race and sex: United States, 

selected years 1950-78 

(Data are based on the national vital registration system) 



Race, ^vSex, and cause of death 



1950 



Year 



1955 



1960 



1965 



1970 



1575 



1977 1978 



Total^ 



Deaths per 100,000 resident population 



All causes- 



Disuses of the heart — 
Cerebcovascular disease- 
Malignant neoplasms 

Re^iratory system 

Digestive system 

Breast^ 



Influenza and pneunonia- 
TuJDerculoeis-* 



Cirrhosis of liver- 
Diabetes meili tus— 
All accidents 



itotac vehicle accidents- 
Suicide— ' 

Homicide 



White male 



All causes- 



Diseases of 
Ceretocva; 



the heart — 
ar disease- 



^^ignant nfecplasms- 
< Re^iratory system- 



Digestive system- 



Influenza and pneanonia- 
Tuberculoeis— 



Cirrhosis of liver- 
Diabe^bes aellitus— 
All accidents 



Motor vehicle accidents- 
Suicide ) ^ 

HcBiicide '-^ 



See footnotes at end of table. 



841.5 

307.6 
88.8 
125.4 
^ 12.8 
47.7 
22.2 
26.2 
21.7 
8.5 
14.3 
57.5 
23.3 
11.0 
5.4 



764.5 

287.5 
83.0 
125.8 
16. 
43. 
22. 
21. 

8, 

9. 
13.0 
54.4 
24.6 

9.9 

4.8' 



760.9 

286.2 
-79.7 

125.8 
19.2 
41.1 
22.3 
28.0 
^.4 
10.5 
13.6 
49.9 
22.5 
10.6 
5.2 



963.1. 


905.0 , 


917.7 


381.1 


367.4 


375.4 


87.0 


r ^2.7 


80.3 


130.9 


137.4 


, 141.6 


21.6 


28.5 


34.6 


54.0 


50.0 


47.5 


27.1 


22.3 


31.0 


23.3^ 


10.0 


6.8 


11.6 


12.9 


14.4 


11,3 


10.9 


11.6 


80.9 


'77.8 


70.5 


35.9 


- 37.8 


34.0 


/d8.1 


16.5 


17.5 


3.9 


. 3^5 












* < 















^638.3 


^ 612.3 


606.1 


273.^ 




220.5 


210.4 


207.7 


72.7 


66.3 


54.5 


48.2 


45.3 


127.0 


X^7 . 7 


130.9 


133.0 


133.8 


n 

C-j . u 


^0 . *fl 


■^9 ^ 


34.3 


35.4 


JO . J 






33 .4 


33.4 


22.8 


^ J « X 


T22.8 


23.5 


23.1 




99 1 
. X 


1^ f\ 

XD . \J 


14. 2 


15.4 


J . D 


9 9 


1 9 
X . ^ 


1 n 

X . u 


1.0 


19 1 
. X 


Id 7 


1 ft 
X J . 0 


13 . 1 


12. 5 


U . 4 


Id 1 


A. 0 


10 4 

XU . n 


10.4 


jj . J 




dd ft 


1 43 .6 


44.3 


. J 


97 d 


91 

^X. J 


^^22.4 


23.4 


11 A 


lift 
XX . 0 


19 6 

X^ . V 


1 9 Q 


12.0 


0 . ^ 


Q 1 
7 < X 


in R 

XU . J 




9.6 


911.1 


893.4 




781.5 


773 Jc \ 


369.2 - 


-347.6 


308.0 


"294.0 


288.^' 


74.2 


68.8 


57.4 


50.5 


46.8 


147.8 ' 


^ 1&4.3 


157.2 


160.0 


161.2 


41*5 


^.9 


54.6 


56.4 


57.4 


45.1 


41.9 


40>.2 


40.0 


40.0 


27.1 


26.0 . 


21.0 


18.1 


19.6 


4.5 


2.6 


1.4 


1.2 


1.1 


151.6 


18.8 


17.9 


^ 16.7 


16.1 


11.9 


12.7 


10.7 


9.8 


9.8 


75.5 


76.2 


64.8 


^ 63.2 


64.5 


39.4^ 


40.1 


31.7 


33.2, 


35.2 


17.7 


18.2 


19.8 


20.6 


19.2 


4.8 


7.3 


9.4 


"8.8 


9.2 



( 
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Table 14. Age-adj«teted death rates fqr selected causes of death, according to race and sex: 

selected years 1950-78-*Oontinued 

(Data are based on thcTrational vihal registration system) 



edited States, 



Raceg sex, and cause of death 



1950 



Year 



1955 



1960 



1965 



1970 



1975 



1977 



1978 



White female 



All causes- 



Diseases of the heirt — 
Cerebrovascular disease- 



" Malignant neoplasns — 
Re^iratory system- 
Digestive system — 
Breast^ 



Influenza and pneaaonieh- 
Tufaer gliosis 



Cirrhosis of liver- 
Diabetes aellitua— 
All accidents 



Motor vehicle accidents- 
Suicide 

Hcmicids^-^ 



Black male 



All causes- 



Dii^eases of the heart — 
Cerebrovascular disea^e- 

MAlignant neoplasms 

Re^iratory system 



Digestive system- 



Influenza and pneuQonia- 
Tuberculosis 



Cirrhosis of liver 
Diabetes mellitus- 

All aocidents^ 

Motor venic 
Suicide 
Hcmici 



icle accidents- 



dA- 



See footnotes at end of 



table. 



Deaths pet 100,000 resident population 



645.0 


. 572,8 


555.0 


327.6 


501.7 


445.3 


427.8 


42S.5 


223.6 




197.1 


1.0-J . 7 


J.0 / . 0 




U / . ^ 






73.2 


68.7 


61.5 


56.2 


46.8 


. 41.5 


39.3 


lir.4 


114.3 . 


109.5^ 


107.4 


107.6 


106.9 


108.3 


109i0 


4.6' 


4.6 


5.1 


r 6.8 


10.1 


13.8 


15.6 


16.8 


41.1 


36.7 


' 33.9 


' 30.9 


28.1 


26.4 


26.0 


26.1 


22.5 


22.9 


22.4 


22.9 


23.4 


23.0 


23.6 


23.1 


18.9 


14.9 


19.0 


15.9 


15.0 


11.7 


9.8 


10.9 


10.2 


3.6 


. 2.2 


1.3 


0.8 y 


^ 0.5 


0.4 


0.4 


5.8 


6.1 


6.6 


7.6 


8^3/^ 


7.9 


7.5 


7.2 


16.4 


14.1 , 


13.7 


* 12.8 


12.8 


10.2 . 


9.0 


9.1 


30.6 


27.6 


25.5 


27.6 


27.2 


22.4 


22.7 


22.9 


10.6 


11.4 


11.1 


13.6 


14.4 


10.9 


12.2 


12.6 


5.3 


4.8 


5.3 


6.7 


7.2 


7.3 


7.2 


6.6 


1.4 


1.3 


1.5 


1.7 


2.2 


2.9 » 


2.9. 


2.9 


















373.1 




1,246.1 


1,270.3 


1,318.6 


1,174.3 


1,127.6 


1,113. 


415.5 




381.2 


384.1 


375.9 


3^8.9 


322.4 


321.0 


146.2 




141.2 


138.1 


124.2 


96.5 


87.2 


83.8 


126.1 




158,5 


174.1 


198.0 


214.4 


221.9 


223.7 


16.9 




36.6 


44.7 


60.8 


72.5 


• 78.3 


79.1 


59.4 




^.4 


62.0 


58.9 


eOiS 


60.8. 


58.6 


63.8 




70.2 


54.8 


53.8 


35.6' 


31.6 


33.4 


,80.5 




21.9 


15.9 


10.8 


6.3 


6.2 


5.2 


8.8 


— It 


14.8 


23.8 


33.1 


33.7 


33.2 


30.4 


11.5 




' 16.2 


17.7 


21.2 


18.7 


17.3 


l?f4 


105.7 




100.0 


108.9 


119.5 


92.4 . 


86.5 


84.0 


39.8 




38.2 


45.2 


50.1 


3Si8 


35.3 


^ 35.0 


7.0 




7.8 


9.1 


9.9 


11.6 


'11.9 


12.1 


51.1 




44.9 


54.5 


82.1 


80.6 


67.7 


65.6 



r 
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Table 14. Age-adjusted death rates for selected causes of death, according to race and sex: United States, 

selected years 1950-78^-Oontinued 

(Data are based da the national vital registration system) 



Year 



Race, sex, end cause of death 



1950 


1955 


ja6o 


1965 


1970 


1975 


1977 


1978 






Deaths per 100,000 resident population 






1^106.7 




916.9 


859.9 


-814.4 


$88.4 


664.4 


650.5 


349,5 




292.6 


271.1 


251.7 


209.4 


204.2 


201.1 


155»6 




139.5 


126.4 


107.9 


81.3 


73.3 


68.7 


131^9 




127.8 


12'4.3 


123.5 


124.7 


129 !» 


129.2 


4 a 




5.5 


7.1 


10.9 


14.2 


16.7 


16.9 ^ 


40.2 




37.5 


35.6 


34.1 


33.9 


34.4 


34.8 


19,3 




2J»3 


21.8 


21.5 


22.5 


24.7 


24.1 


50,4 




43.9 


33.4 


^ 29.2 


16.7 


14.9 


15.5 


51,2 




9.2 


6.2 


4.1 


' 2.4 


.1.8 


1.7 


5,7 




8.9 


12.9 


17.8 


15.^ 


15.6 


14.7 


22.7 




27.3 


28.0 


30.9 


26.0 


23.5 


22.4 


38.5 




35.9 


35.3 


35.3 


27.6 


25.7 


• 26.1 


10-3 




10.0 


12.7 


13.« 


9.4 


8.9 


9.8 


. 1.7 




1.9 


2.5 


2.9 


3.0 


3.3 


3.0 


11.7 




11.8 


12.3 


1^.0 


16.3 ' 


D.8 


13.5 



Black f enale 



All causes- 



Disease of the heart — 
Cerebrovascular disease- 

rlignant neoplasms — * — 
Respiratory systan 
Digestiv* systaa 

Breast^ 



Influenza and 
Tuber culosi 
Cirrhosis of liver^ 
Oia^tes melli 
All aecidents- 

Notor vehicle accidents^ 
Suicide-- 
Homicide- 




^Includes edt other races not shown separately. , 

^Paoale only. V ^ 

NCnsS: Age adjusted rates are ocnputed by ^ direct noethod to the total population of the United States as enumerated in 
194o,, using 11 age qzoaps. Because of decenniad revisions to the International List of Causes of Death and dwnges in 
rules for cause-of-death selection, there is lack of con(>arability to a vaurying degree for some causes fron one revision 
to the next. The beginning dates of the revisiORS are 1949, 1958, and 1968. lie cause-of-<3eath ti^^es are based on the 
Eighth R< **^°^^^|^ilM iii'il ii fial Classification of Diseases, Adapted for Use in the United States (ICDft) . 

SOURCE^ National Center toe Health Statistics: Vital Statistics Rates in the United States, 194O-1960 , by R." D. Grove 
and aTm. Hetzel. EHBW Pub'. No. (PHS) 1677. Public Health Service. Washington. U.S. Government Printing Office, 1968; 
Unpdt>lished data from the Division-of Vital Statistics; Vital Statistics of the United Stat^ , Vol. II . 1950-78. Public 
Health Service. Washington. U.S. Goverrn»it Pr4jiting Office; Data 0QB|3uted by the Division of Analysis froro data ccnpiled 
by the Division of Vital Statistics; U.S. Bureau of the Census:- Population estimates and projections. Current Population 
Reports . Series P-25, Nos. 310, 519, 721, and 870. -Washington. U.S. Goverrroent Printing Office, June 1965-, Apr. 1974, 
Apr. 1378, and Jan. 1980; General pqpulation characteristics, .United States Stninary, i960 and 1970. U . S > Census of 
Population. Final reports PC(1)-1B and PC(1)-B1. Washington. U.S. Goverrroent Printing Office, 1961 and 1972. \ 
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Table 15. Death rates for diseases of the heart, according to race, sex, and age; iMited SUtes, selected 
« ^ years 1950-78 ^ 

(Data are based on the naticqal vital registration systert) - > 
^ ' — if • ^ ■ 



Race, sex, and age 



1950 



Year 



1955 



1960 



1965 



1970', 



1975' 



1977' 1978' 




Nunber of deaths per 100,000 resident population 



Under 25 years 

* Under 1 year — — 

1-24 years 

25-29 years 

30-34 years 

35-39 years 

40-44 years 

45-49 years 

50-54 years 

55-59 years 

60-64 years 

65 years and over- 
65-69 year s 



70-74 years- 
75-79 years- 



80-84 years 
85 ye^s and cver- 



307.6 
356.8 



-5.0 
4.1 
5.0 
14.8 
27.5 
57.3 
122.5 
228.7 
397.5 
642.2 
1,007.9 
2,844.5 
1^494 
2,348 
3,683 
5,476 
9,151 



287.5 
• 356.5 

3.2 
7.4 
3.0 
11.7 
22.4 
49.1 
107.7 
200.8 
0 



5 362 

2 584 

9 915 

5 2,71^2 

6 1,427 
1 \2,168 
4 ^,462 
1 XA21 
0/^8.917 



286.2 
369,0 



2.4 
6.6 
2.1 
9.9 
20.9 
47.7 
I 103.5 
197.6 
355.8 
571.6 
934.2 
•2,823.0 
1,412.6 
2,173 
3,358 
5,501 
9,317.8 



8 



273.9 
368.0 

1:1 

1.7 
8.6 
19.5 
46.0 
98.8 
188.4 
340.4 
535.7 
905.6 
2,778.7 
1,348.1 
1,999.9 
3,242.5 
5,103.6 
9,538.4 



253.6 
362.0 

2.2 
13^1 
1.8 
7.0 
16.6 
40.8 
90.7 
174.4 
308.3 
514.3 
811.9 
2,683.3 
1,263.8 
1,936.4 
3,05?.2 
4,744.1 
7,891.3 



220.5 
336.2 

2.4 
20.3 
1.8 
5.6 
12.4 
32.6 
76.0 
147.3 
261.9 
437.0 
710.3 
2,403.9 
1,049.5 
1,708.2 
2,716:1 
4,133.8 - 
7,282.0' 



210.4 
332.3 

2.5 

• 23'. 1 
1.8 
5.7 
11.8 
30.0 
70.5 
137.8 
248.6 
405.3 
678.7 
2,334.0 
992.3 
1,605.8 
2,654.7 
3,998.6 
-7,095.8 



207.7 
334.2 

2.8 
36.3^ 
1.9- 
5.4 
U.5 
29.0- 
67.2 
135.6 
239.1 
397.3 
670 ."2 
2,331.2 
975.7 
1,574.5 
2,*18:6 
4,061.0 
7,084*2 



White male 



All ages, age adjustecP- 
All ages, crude 



finder 



25 yearjs- 

Under 1 year- 



1-24 years=- 
25-29 years- 



30-34 years- 
35-39 years- 
40-44 years- 
45-49 years- 
50-54 years- 
55-59 years 



60-64 year*;^ 

65 years and over- 
65-69 years— — 



70-74 years^ 
75-79 year 



80-i4 years- 
85 years and over- 



See footnotes at end of table* 



381.1 
434.2 

4.2 
' 4*6 
• 4.2 
14.4 
29.0 
68.4. 
160.4 
313.3 
544.6 
878.6 
1,324.3 
3,302.2 
1,939.7 
2,852*9 
4,248*7 
6,186.6 
9,959.6 



367.4 - 
438.5 

2.8 
6.7 
2.6 
12.3 
26.6 
66.7 
152.4 
291.6 
523^ 
836.x, 



1,889.6 
2,724.2 
4,090.3 
6,258.3 
9,316.0 



375.4 
454.6 

2.1 
6.9 
1.9 
9.5 
24.9 
66.0 
151.7 
300.4 
540.4 
842.0 



1,262.6 \ 1,311.6 
3,251.2 ?3,363.2 



1,928.7 
2,788*8 
4,099.6 
6,340.5 
10,135.8 



369.2 
450.8 

1.8 
8.9 
1.5 
' 8.2 
;22.6 
..62.2 
144.8 
287.1 
520.3 
81^.8 
1,314.8 
3,401.3 
1,903.1 
2,679.5 
4,082.8 
6,137.4 
10,657.3 



347.6 
438.3 

2.2 
12.0 
1.8 
6.8 
18.8 
54.8 
131.3 
266.0 
474.2 
784.3 
1,209.9 
3,316.2 
1,828.8 
2,641.4 
3,939.0 
5,828.7 
8,818.0 



308.0 
. 401.1 

2.3 
19.3 
1.8 
6.1 
14.4 
43.4 
111.6 
228.5 
405.9 
668.9 
1,067.4 
2,986.0 
1,567.9 
2,367.3 
3,600.1 
5,283.2 
8,550.3 



294.0 
392.4 

2.5 
24.0 

I-} 

14.7 
41.1 
102.6 
210.3 
382.2 
614.1 
1,004.0 
2,894.8 
1,487^0 
2,260.5 
:3,542*3 
5,142.5 
8,472.2 



288.7 
^^90. 8 

2.7 
25.0 
1.9 
5.5 
14.0 
40.0 
> 97.0 
206.3 
365.8 
599.0 
991.3 
2,865*4 
1,449.3 
2,222.6 
3,457*5 
5,243.2 
8,444.7 
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Table 15. Death rates for di 



7^ 

Race, sex, and aqe 




of the heart, acxx»rdlng to race, sex,\and age: 
years 1950-78— Continued 



IMited States, selteted 



are based the national vitaJfc registration\ system) 



Year 



1950 



195§ 



1960 



1965 



1975^ 



1977*^ 



^ — 

Nutter of deaths per 100,000 rei^ident population 



1978^ 



White female 



All ages, age adjusted^- 
All ages, ^^'■^^^e 

Vhder 25 years r- 

UMer 1 year 

1-24 years 

25-29 years 

30-34 years 

35-39 years 

40-44 years 

45-49 years 

50-54 years 



55-59 years- 



60-64 "yearsi 

65 years and over- 
65-69 years 



70-74 years- 
';^79 years- 



80-84 years 

85 years and over- 



223.6 
290.5 

4.2 
2.9 
4.3 
10.4 
17.0 
29.8 
56.3 
103.8 
1^4.2 
331.4 
613,9 
2,503.1 
1,055.9 
1,891.2 
3,237.2 
5,166.9' 
9,085.7 



204.0 
293.0 

2.4 
5.6 
2.3 
7.3 
11.6 
20.8 
42.3 
*78.7 
149.8 
282.1 
522.9 
2,430.0 
975.3 
1,682.6 
3,015.1 
5,041.9 
9,155.9 



197.1 
306.5 

1.7 
4.3 
1.5 
6.2 
10.0 
i8.5 
39.4 
72.7 
137.9 
263.4 
518.9 
?,432.8 
914.7 
1,635.6 
2^48.9 
5,062.0 
9,280.8 



183.9 
310.7 

1.5 
7.4 
1.3 
5.0 
9.2 
17.9 
34^5 
70.9 
134.0 , 
239.1 
468.1 
2,367.9 
852.a 
1,453.1 
2,672.8 
4,591.4 
9,3^3.2 



167 .8 <» 
313.^1 ' 



1.0 \ 



144.2 
301.3 

1.^ 
16.0 



ITT 
3.6 
1.1 
^ 15.3 

, 63.3 

i2jr.7 

227*7 
419.4 
■2,283.9 
763.5 
1,384.7 
2,473.6 
4,221.5 
7,839.9 



ITT' 

\ 2.9 
5.7 
\ 12.1 
\ 27.8 
\ 51.8 
U03.4' 
^ 1?4.0 
3iSO.O 
2,0^3.1 
6lii.3 
1,165U 
2,152:0 
3,644.t 
>,105.3f\ 



137.2 
301.8 

1.7 

. 1-2 
2.8 

^'^ 

lb. 6 

25.4 
49.3 
- 96.8 
179.8 
349.0 
1,999.9 
587.5 
1,073.7 
2,053.7 
3,511.9 
6,921.5 



136.4 
308.5 

2.0 
JL9.2 
1.4 
2.9 
4.9 
10.7 
23.7 
49.3 
92.1 
176.4 
344.7 
2,019.9 
582.1 
1,063.1 
2,031.1 
3,562.5 
6,971.6 



All Other male^ 

All a9es, age 2K3justed^- 
All ages, crude 



Under 25 years- 
Under 1 year- 
1-24 years — 

25-29 years 

30-34 years 

35-39 years 

40-44 years 

45-49 years 

50-54 years 



55-59 years — ; 

60-64 years 

65 years and over- 
65-69 years 



70-74 years- 
75-79 years- 



r 80-84 years 

85 years and cver- 



See footnotes at%9d of table. 



407.5 


V369.2 


368.3 


366.2 


350.8 


307.0 


297.8 


295.9 


342.0 


319.4 


320.5 


318.4 


310.2 


277.1 


273.3 


273.9 


^ 
















9.7 


6.8 


5.3 


4.9 


5.2 


4.9 


5.1 


5.4 


5.9 


12.6 


13.1 


\20.4 


32.2 


35.4 


39.3 


45.2 


9.9- 




4.9 


4.1 


4.1 


3.8 


3.7 


3.9 


31.2 


28^8 


26.2 


27.4 


26.5 


19.1 


18.9 


17.7 


71.9 


51.1 


53.7 


55.1 


49.9 


41.7 


35.2 


36.5 


129.0 


106.7 


112.5 


118.7 


112.3 


96.3 


83.8 


82.2 


261.8 


232.3 


211.3 


233.6 


' 230.2 


178.2 


171.4 


172.6 


428.9 


414.1 


365.6 


374.5 


376.1 


301.6 V 


290.9 


274.5 


813.9 


676.2 


631.0 


627.2 


585.0 


507.9 


494.6 


495.0 


1,196.4 


999.4 


912.1 


876.2 


891.0 


■ 758.8 


752.9 


752.0 


1,663.9 


1,522.6 


1,540.7 


1,499.1 


1,267.5 


1,126.5 


1,177.6 


1,155.9 
2,329.5 


2,637.9 
1,856.9 


2,562.6 


2,752.1 
1,983.3 


2,715.7 


2,680.1 


2,431.5 


-5,331.4 


1,811.7 


1,864.3 


1,816.9 


1,446.6 
2,437.6 


1,350.3 


1,355.0 


2,518.1 


2,467.6 


2,562.5 


2,429.8 


2,540.9 


2,^62.9 


2,169.9 


3,578.1. 


3,066.3^ 


1,098.6 


3,277.0 


3,359.3 


3,152.2 
3,559.5 


3,261.0 


3,360.7 


3,845.9 

6^152.^ 

s 


4,064.3 


4,489.1 


3,973.0 


3,948.9 


3,466.7 


3,621.0 


5,720.8 


6,128.6 


6,929.4 


4,9^3.6 


4,917.2 


4,661.1 


4,438.5 
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Table 15. Death tates fot diseases of thDteart, aodording to race, sex, 
♦ ^ years l?50-78-Ki3ntinued 



and age:' United States, selected 



(Data are based on the national vital registration system) 

■ ^ -H- 



liace, sex, and age 



Year 



1950 1955 ' ' 1960 1965 1970* 1975^ " 1977* 1978* 



JiAflk^wale: 

K\l aqefl, agA adjusted?- 

All'ages, crude 



Nunber of deaths per 100,000 resident population 



under 25 years — r- 

Under 1 year 

1-24 years 

25-29 years 

30-34 years 

35-39 years 

40-44 years 

45-49 years 

50-54 year s 
55-59 year 



60-64 years 

65 years and over- 
65-69 years 



70-74 years 
75-"M years 
-84 



80-84 years 

85 yeeurs and over- 



All other f eroale^ ^ 



All ages, age adjusted^- 
All ages, crude ■ — 



Under 25 years= 
Under ]-year- 
1-24 y4Cs — 

25-29 years 



30-34 year& 

35-39 years- 

40-44 years 

45-49 years ^ 

50-54 years 

55-59 years 

60-64 :^ears 

65 years and cver- 

65-69 years 

70-74 years 



75-79 years— 

80-84 year& — 

85 years and over ^ 

See footnotes at end of^table. 



41S,5 




381.2 


384.1 


375.9 


328.9 


i22.4 


348.4 




330.6 


.331*7 ^ 


330.3 


??6.1 


294.7 


9.8 




5.3 


5.1 


5.4 


5.2 


3.4 






13.9 


21.3 


33.5 


, 37.2 


43.8 







4.fi 


4.3^ 


4.3 


4.0' 


3.9 


•32.6 




28.1 


28.4 « 


28.0 


21.2 


OA O 

zU .o 


73.8 




57.7 


59.7 


57.4 


47/9 


40.3 


133.7 


— 


120.0 


• 127.7 


124.5 


,104.2 


93.2 


271.4 


— 


222.1 


250.1 


253.4 


194.3 


1 0O f\ \ 

loo . U 


442.3 




386.0 


397.3 


412. o 


329.7 


JZZ . J 


841.2 




667.0 


661.6 


626.1 


547.8 


3JO.O 


1,225.8 




973.2 


931.4 




o04.3 


oU3* J 


1,717.3 




1 , 59 3 . 9 


i,oii.i 




1 1 OO 1 


1 OAT fi M 
i., Z4 / . 0 1 


2,680.8 




2,798.4 


2,790.4 


2,oi0.7 




n J AT 1 " 

z, 491*1 


1,894.9 




2,030.4 


1,937.9 


i,9J4.9 


1,509.7 


1,4U3 .U 


2,570.3 




2,661.2 


2,547.0 


1 CQA C 


z,0J0.9 


z,4DO . J 




i,i4o.i 




J , DU4 . 7 


^ JOO o 


J , / J4 . 3 


4,107.9 




4,409.5 


A mo c 


4,0U3.1 ^ 


-i one n 
J,OZO. / 


J ,0U J .0 






6,037.9 


7,iii. i 


3 , JO / . 0 


3 , ^0 . Z 


3 ,UJX. r 


342.9 


293.0 


283.3 


ICO Q 


IOC c 


194.0 


100 mj 




9Rfi ft 


255.5 


248.6 


241.0 


214.7 


216.4 


11.4 


7.5 


5.3 


4.6 


4.7 


3.9 


4.0^ 


6.4 


16.3 


11.7 


17.4 


31.4 


31.3 


35.0 


11.7 


6.9 


4.9 


3.9 


3.5 


2.9 


2.9 


37.3 


96.7 


23.1 


19.8 


14.2 


7.6 


9.6 


66.1 


51.1 


43.8 


36.7 


31.6 


17.5 


14.4 


129.1 


91.2 


83.2 


73.5 


59.6 


45.2 


40.4 


245.5 


177.2 


158.2 


147.8 


118.8 


80.0 


76.2 


397.6. 


319.1 


257.9 


227.0 


203,2 


146^3 


137.7 


667.9 


• 542.7 


455.1 


•390.1 


342.0 


247.5 


24^.6 


998.8 


789.2 


712.6 


592.7 


535.5 


436.3 


401.7 


1,421.7 


1,143.2 


1,170.6 


1,100.9 


828.7 ^ 


686.7 


658.2 


2,i58.2 


2,075.8 


2,197.2 


2,090.8 


2,094.4 


l,8r64.5 


1,851.0 


1,366.7 


1,394.6 


1,393.3 


1,251.3 


1,226.8 


892.9 


805.9 


2,160.0 


1,879.6 


2,006.4 


1,765.9 


1,836.4 


1,867.0 


1,724.2 


3,059.7 


2,712.3 


2,507.5 


2,503.7 


2,492.6 


2,382.9 


2,705.5 


2,955,,0 


3,045.1 


^^730.2 


3,570.1 


i,353.5 


2,638.9 


2,700.0 


5,35ff.O 


4,811.8 


5,564.1 


5,912.2 


4,784.7 


4,181.8 


4,050.0 



321.0 
294.1 

K 

5.7 
48.3 
4.1 
19.8 
41.5 
90.1; 
189.7 
301.6 
539.9 
807.5 
1,227.7 
2,482.3 
.1,408.8 
2,327.1 
5,887.7 
4,067.6» 
4,726.2 4 



184.8 
214.7 

5.0 
46.9 
3.4 
8.9 
•15.9 
31.4 
.74 
137.1 
^36.5 
394.6 
650.6 
1,815.9 
804.9 
1,566.6 
2,763.6 
2,748.5 
3,852.3 
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^Vable 15. Death rates for diseases of the heart, acxx>raing to race, sex, and age: united States; selected ^ 
• \ - ^ years 195(>T7a— Oajltinued . , ^ 

Pata are based on the national vital registration system) . . 



Year 



Race, sex, and age 



1950 


1955 


1960 


1965- ' 


1970^ 


19pL 


1977' 


1978' 




Nunber of deaths per 100,000 resident population . 




349' 5 


— 


292.6*^ 


271.1 


251.7 


209.4 


204.2 


201.1 


. 289.9 


— 


268.5 ' 


.263.8 

• 


261.0. 


235.7 


239.0 


237.5 


11.4 




5.4 


4.8 


^ 4.8 


" 4.2 


'4.3 


5.3 







12.0 


17.9 


31.3 


34.8 


• 37.7 


' 51.7 







5.0- , 


4.1 


3.7 


3.1 


•3.1 


3.6 


38.3 






• 20.3 


. 16.0 


, 8.9 


11.0 


9.7 


D r ■ H 




47.0 


40.3 


34.5 


20.1 


. 16.9 


1 Q A 


131.6 




88.5 


79:3 


66.7 


' 49.5 


45.8 


35.0 


249.5 




166.8 


156.6 


D3.0 


90.8 


84.8 


84.2 


403.0 




269.1' 


241.3 


223.2 


164.9 


. 156.9 


156.2 


682.0 




* 471.8 


409.4 


367.8 


273.1 


279.8 


265.3 


1,022.7 




754.8 


619.9 


567.6 


471.2 


435.6 


430.6* 


1,457.0 




i,m.i 


1,165.4 


878.2 


726.8 


697.9 


696.3 


2,172.9 




2,234.7 


2,151.9 


2,199.4 


1,970.1 


1,957.3 


1,925.3 


1,378.8 




1,430.6 


1,307.0 


1,291.6 


924.3 


838.2 


832.7 


2,188.3 




2,055.2 


l,816'i2 


1,947.6 


2,029.6 


1,859.8 


1,681.2 






-,2,545.0 


2,585.8 


2,625.8 


2,632.5 


3,060.6 


3,185.0 


3,499.3 




. 3,743.1 


3,632.5 


3,536.8 


2,798.3 


2,874.2 


2,982.6 






5,650.0 ' 


6,030.4 ' 


5,003.8 


4,398.0 


4,247.1 


4,044.6^ 



Blade fenale: - -^ t., ' 

^ All ages, age adjusted^- 
All ages, exude 



under 25 yearsT- 
Und^ 1 year— 

1-24 yearo 

25-29 years 

30-34 years 

35-39 year s ■ 



40-44 years- 
45-49 years- 
50-54 years- 
55-59 yeare- 



60-64 years 

65 years and over — 

65-69 years 

70-74 y^s' 

75-79 years 

'80-84 years 

85 years and ov^- 



tyol 



'Excludes deaths of nonresidenti^of the United States. 

^Includes all races and both sexes. ^ ^ 

3Age adjusted by the direct method to tHe total population of the United States as enumerated in 1940, using 11 age 
groi^. ^ ' 

^Includes black males. ' • * . 

includes bl2ck females. 

NO^: Tfte International Classification of Dise^yses, Adapted for Use in *the U^^ States revisions and^oode numbers for 
diseases of the heart are Sixth Revision , Noe. 400-402, 410-443, for 1950 and 1955; Seventh Revision , No« 400-402, 410- 

443, for 1960 and 1965; and Eighth fievlsion , Nos. 390-398, 402, 404, 410-4LI, 420-455, for ]^7S-7o. 

* » 

9CX1CES: National Center for Health Statistics: Vital Statistics of tfie United States , vol. II, 1950-78; Public Health 
Service. Washington. U.S. Government Printing Office; Data ccqputed by the Division of Analysis frcro data oonpiled by the 
Division of Vital Statistics; U^S. Bureau ot the Census: Population estimates and projections.- Currait Population 
Reports . Series P-25, tee. 310,. 519, 721, and 870. Washington. U.S. Goveriment Printing Office,)June 1965, A{i. 1974, 
Apr. 1978, and Jan. 1980; 1950 Nonwhite Population by Race , Special report. P-E No. 38. Washin!/ton. U.S. Government 
Printing Office, 1951; 'General population (diar2icteri sties. United States sixnnary, 1960 and 1970, U.S. C^isus of 
Population . Final r^XMrts PC(1)-1B and PC(1)HB1, Washington. U.S. Government Printing Office, 1961 and 1972. 
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Table 16. Death tates, for iachonic heart disease, aooording to race, sex, and age: United States, selected 

years 1968-78 

(Data^re based on the national vital registration system) 



Year 



Baoe, sex, and age 



Total2 » ' 

All ages, age edjusted-*- 
All ages, crude 



Under 25 years- 
25-29 years-^ 

30-34 years 

35-39 years 

40-44 yiMrs 



45-49 years- 
50-54 years- 

4, 55-59 years- 



60-64 years 

65 years eond over- 



65-69 years- 
70-74 year 8- 
75-79 yeara 



80-84 years 

85 years and dver- 



1 ACQ 

1968 


1969 ' 


1970^ 


1975) 


I977I 






Nunber o£ deaths per 100,000 resident population 


\ 


241.6 


234.7 


228.1 


196.1 


185.0 


180.9 


338*4 


332.6 


328. L 


^ 301.7 . 


295.1 


294.3 


0.3 


^ 0.3 


0.3 


^0.2 


0.2 


0.2 


2.8 


2.9 


3.1 


2.0 


2.0 


1 A 

f 2.flL 


10.4 


10.1 


10.0 


7.4 


6.9 


4«5 


32.4 


32.1 


30.4 


23.8 


2T.8 


OT.6 


79.3 


76.6 


73.7 


62.3 


- 56.8 


53:? 


158.3 


153.2 


148.6 


' 126.3 


117.0 


113.2 


283.8 


, 275.7 


269.6 


228.6 


214.0 


204.3 


479.2 


463.2 


457.9 


385.5. 


354.4 


343.7 


781.5 


jr44.4 


733.1 


633.8 


598.5 


586.9 


2,573.1 


-^7*^527.1 


2,470.4 


2,186.7 


- U2, 101.2 


2,08(k8 


lr^.6 


1,178.0 


^ 1,151.9 


944.5 


$82.1 


858.3 


1,§G.8 


1,813.2^ 


^ 1,785.3 


1,547.5 


1,438.8 


1,397.3 


2,932.7 


2,835.6 


2,824.2 


2,481,6 


2,394.8 


2,347.5 


4,581.0 


4, 519. a ' 


4,383.5 


3,777.4 


3,617.9 


3,639.9 


8,483.0 


8,284.5 


7,249.4 


6,640.0 ' 


6,^0.1 


6,357.8 



AU 
All 



ages I 
ages, 



White male 

age adjusted^- 
crude 



dnder 25 year&- 

25-29 years 

30-34 years 

35-39 years 

4<HM year s . 

45-49 years 

50-54 years—— 
55-59 years 



60-64 y^s ! 

65 years^ and over- 

65-69 years 

70-74 years 

75-7y years 



80-€4 years- 
85 Jears and over 

See footnotes at end of table. 



336.6 
419.3 



* . 0 
; 3 
. 13 
48 
123 
255. 
454 
746 
1,187. 
3,204 
1,760 
2,582 
3,792.5 
.4 
.7 



3 
4 
7 
7 
4 
0 
1 
5 
1 

I ^ 



5,597,^ 

9,598. 



329.1 
411.9 

0.3 
3*3 
13.3 
48.5 
120.0 
248.7 
442.5 
731.9 
1,144.2 
3,153.9 
1,723.8 
2,524.2 
3,686.^ 
5,560.1 
443.1 



320.3 
404.9 



0. 
3. 

.13. 
46, 

•115. 
.240, 

433, 

722, 
1,120< 
3,090, 
1,^98, 
2,468. 
3,686. 
5,436, 



280.6 
366.3 

0.3 
2.8 
10.6 
35.8 



99, 
205. 



368.8 



608. 

977, 
2,747. 
1,441. 
2,i79, 
•3,323, 
4,859 



8.164.2 7,841,9 



264.7 


257.8 


354.2 


350.0 


0.2 . 


0.2 


2.4 


2.5 


10.1 


9.3 


33.1 


32.2 


89.2 


83.3 


148.3 


182.6 * 


343.3 


324.3 


554.0 


536.4 


907.6 


890.9 


2,633.4 


2,586.7 


1,349.9 


1,301.7* 


2,056.7 > 


2,007.7 


3,232.2 


3,144.0 


4,686.6 


4,734.7 


7,683,4 . 


7,597.7 
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tthle 16. OMth ratee for iacheoic heart disease; acxwding to raoe, sex, and age: United States, selected 

years 1968-78— Continued 



(Data are based on the national vital registration systen) 



Raoe/sex, and age 



1968 



Mhite fenale 



All ages, age adjusted^- 
All ages, crude 



(Mer 25 years- 
25-29 years 



30-34 years 
35-39 years- 
40-44 years- 
45-49 years- 
50-54 yaars- 
55-59 years- 



60-64 years 

65 years and over- 

65-69 years 

70-74 years ■ 

75-79 years 



80-84 year s - 
85 years and over- 



All other male^ 



All ages, age adjusted^- 
All ages, crude 



Uhder 25 years- 

25-29 years 

30-34 xcars 

35-39 years 

40-44 years 

45-49 years 

50-54 years 

55-59 years 



60-64 years- 
65 years and over- 
65-69 year s - 



70-74 years 

75-79 years 

80-84 years 

85 years and over- 



157.6 
286.6 

0.2 
1.1 
3.4 
8.7 
23.3 
48.6 
99.3 
200.1 
381.3 
,174.5 
731.0 
,615.4 
,372.5 
,095.3 
,311.6 



316.6 
278.8 

^0.9 

10.6 
31.9 
87.6 
182.9 
328.9 
521.9 
820.6 
1,222.9 
2,469.4 
1,655.5 
2,318.5 
2,979.0 
3,535.8 
5,958.5 



Ye^r 



1969 



1970^ 



1975^ 



1977^ 



Nwnber of deaths per 100,000 resident papulation 



152.4 
283.7 

0.2 
1.0 
3.0 
9.2 
22.4 
-46.0 
95.8 
188,5 
358.2 
2!Tl39.7 
700.3 
1,280.1 
2,289.1 
4,025.6 
8,118.8 



?06. 
269. 



#.7 

11.5 
36.6 
• 81.9 
180.4 
318.9' 
521.7 
766.7 
1,128.2 
2,421.0 
1,630.6 
2,213.8 



3,010.0 ft 
3,661^ 
5,€5§.l 



0 
10 
28 

1?! 

304 
483 
750 
1,084 
2,349 
1,568 
2,234 
2,966^. 
3,471 
4,418 



See footnotes at end of table. 



0.5 
6.5 
20.9 
61.1 
135.2 
245.4 
421.5 
633.8 
950.4 
2,086.8 
? 1,^223.3 
1^2,096.3 
2>H2.3 
3,117.4 
4,245.3 



0.4 
7.6 
18.8 
57.7 
128.1 
232.2 
404.8 
626.5 
- 989.5 
1,990.7 
1,145.7 
1,930.2 
2,795.7 
2,939.8 
4,030.6 



1978^ 



148.5 


126.3 


119.0 ' 


■ 117.2 


282.5 


269.2 


267.5 


271.0 


0.1 . 


0.1 


0.1 


0.1 


1.2 


0.6 


0.7 


0.7 


3.5 


2.3 


2.1 


2.1 


* 8.4 


7.1 


5.8 


6.0 


21.1 


18.8 


17.0 


15.5 


45.8 


38-.9 


36.3 


36.3 


96.1 


81.7 


75.5 


71.9 


189.6 


161.6 


147:6 


143.4 


364.1 


308.9 


296.7 


290.4 


2,093.4 


1,863.6 


1,799.2 


1,800.8 


685.3 


546. f 


510.8 


502.1 


1,269.0 


1,046.5 


954.9 


' 932.0 


2,276.3 


1,963.3 


1,850.8 


1,815.1 


3,889.7 


3,331.1 


3,179.7 


3,195.2 


7,192.3 


6,4p4.7 


6,281.9 


6,276.0 


294.4 


254.0 


245.3 


241,1 


261.1 


229.9 


225.7 


223.7 



0.4 

7.3 
20.0 
52.6 
126.5 
211.3 
405.1 
620.2 
971.8 
1,967.0 
1,132.3 
1,842.0 
2,840.7 
3,042.9 
3,788.5 



UC 
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nble 16. DMth rates for iacheBiic heart disease, according to race, sex, and.age: United States, selected 

years 1968-^78— Continued 



(Data are.based on the national vital registra tion systqn) 
^ ~1 



Race, sexr and age 



1968 



Year 

\ 

p — 



1969 



1970^ 



1975' 



1977' 



1978' 



Black male: 



All ages, age adjusted^-- 
All* ages, crude 



Uttder 25 years- 

25-2d years 

30-34 years 

35-39 years 

40-44 years 

"45-49 years 

50-54 years 



55-59 years- 

60-64 years - 

65 years and over- 
65-69 years- 



70-74 years- 
75-79 years- 



80-84 years- 
85 years and over- 



' 332.9 
290.8 

0.8 
U.8' 
35.4 
" 94.0 
196.5 
348.8 
548.8 
864.7 
1,302.5 
2,560.5 
1,737.4 
2,397.3 
3,039.8 
3,777.2 
6,302.9 



Nuiter of deaths per 100,000 resident population 




323.6 
282.0 



0.7 
12,9 
39.9 
89. 
192. 
341.2 
552.6 
813 .'9 
1,198.2 
2,518.4 
1,711.4 
2,301.6 
3,106.4 
3,913.8 
5,|02.7 



314.5 
277.2 

0.7 
11.7 
32.7 
83.3 
191.3 
333.0 
516.0 
803.3 
1,157.8 
2,47.9.5 
1,664.3 
2,364.8 
3;0e5.7 
3,778.5 
4,743.7 



271.2 
244.9 

0.6 
7.4 
23.9 
65.3 
147.8 
'267.6 
453.7 
669.2 
1,000.8 
2,207.8 
1,275.4 
2,253.5 
2,986.2 
3,318.7 
4,558.5 



264. 5r 
242.5 



. 0.4 
8.7 
21.5 
63.2 
140.4 
'255.9 
438,5 
667,4 
1,044.5 
2,U9.1 
1,188 
2,088 
3,189 
3,205 
4,348 



260.6 
239.5 

0.4 

8.3 
22.7 
56.7 
138.7 
231.5 
440.3 
663.5 
1,028.6 
2,087.7 
1,174.2 
1,962.4 . 
3,272.8 
3,40975-^ 
4,024.6 



All Other f eroale^ 



All ages, age adjusted^- 
All ages, crude 



under 25 years- 

25-29 years 

30-34 years 

35-39 years 

40-4* years 

45-49 years 

50-54 years 

55-59 year& 



60-64 yeare^ 

65 years and over- 

65-69 years : 

70-74 years 

75-79 year 9- 



80-84 years — — 

85 years «kI over — 

See footnotes at end of ^table. 



213.0 ' 


' 201.4 


213.4 


4^04.2 


0.4 


0.5 


, 3*. 8 


6.0 


17.9 


14. 0>^ 


40.5 ■ 


^.2 


97.5 


86.1 


166.3 


154.3 


287.7 


270.0* 


474.9 


447.0 


809.3 


745.3 


1,943.5 


1,869.7 


1,198.1 


1,142.4 


1,602.4 


1,559.7 


2,326.3 


2,157.7 


3,100.0 


2,975.8 


5,096.7 


4,930.7 * 



194.8 
200.4 

0.4 

4.^ 
15.7 

38. 3L 
79.8 
149.1 
265.3 
' 433.3 
703.6 
1,830.0 
1,055.3 
1,590.2 
2,205.6 
2,949.1 
4,227.9 



159.1 
177.7 

0.2 ° 
2.2 
8.6 
26.5 
52.9 
111.6 
192.7 
349.2 
'570.1 
1,606.6 
749.8 
1,592.7 
2,010.2 
2,302.3 
3,662.7 



152.3 
177.0 

^0.3 
2.0 
6.5 
23.8 
50.8 
102.0 
190.0 
325.7 
541.2 
1,570.2 
669.0 
1,445.2 
2,286.3 
2,332.9 
3,496.2 



]|&6.6^ 

0.3 
2.3 
5.3 
15.5 
51.1 
95.7 
;85.3 
304.6 
521.5 
1,527.4 
66b'. 5 
1,301.7 
2,326.1 
•2,346.4 
3,297.9 
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Table 16. Death rates for ischemic heart disease, according to race, sex, and age: united States, selected 

• . . years 1568-78— Continued 

» * 

' (Data are based on the national vital registration system) 



r ' 



Year 



Raoe,^ sex, and age 



1968 



1969 



1970' 



1975' 



1977' 



1978' 



Black femal^:. ' 

AH age8,^'a9e adjusted! 
All ages, crude 



IMer 25 years- 

25-29 years 

30-34 years— ^ 
35-39 years ^ 

40-44 years 

45-49 years — — 
50-54 yeaiSs— ^ 
55-59 years 



6Q-64 years 

65 years and 6ver- 

65-69 years ^ 

70-74 ypars * 

75-79 years 

80-84 year! 



85 years over- 



Nunber of deaths per 100,000 resident population 



223,2 


212,3 


207,1 


171,1 


164,8 


159.1^ 


227,4 


218,8 


217,0 


195,2 


195,6 


191.7. 


0,5 


0,5 


0,5 


0,2 


0,3 


0.3f 


4.1 


6,5 


'4,9 


2,5 


2,5 


2.5 


19,8 


15,9 


17,5 


9,9 


7,9 


6.4 


44,0 


42,5 


43,5 


29,6 


27.3 


17.5 


107,2 


94,8 


-^9,1 


60,7 


57.1 


58.6 


179,4 


167,1 


163,6 


126,6 


117,5 


109.8 


303,7 


28d,7 


285,5 


212.6 


21^,4 


208.8 


500,0 


472,5 


459,2 


377.1 


354',6 


333.4 


849,5 


785,8 . 


747,7 


605,0 


573.5 


559.3 


2,012.4 


1,947,8 


1,920,2 


1,696,1 


1,658.4 


1,617.6 


1,250.4 


1,2()0,3 


1,111,8 


777.3 


695.2 


682.7 


1,678,1 


1,627,4 


1,683,5 


1,731.3 , 


1,556.2 


1,395.9 


2,411,3 


2,258,3 


2,320,0 


2,282,2 


2,581.9 


2,673.9 


3,158,0 


3,120,5 


3,110.5 


2,439,8 


2,483.9 


2,542.6 


5,269,6 


5,070,0 , 


4,418,2 


3,843,4 


3,663.9 


3,463.1 



'Excludes di^ths of nonresidents of the Oiited States. 
^Includes "^all races and both sexes. 

^Age adjusted by the direct method to the total population of the United States as enumerated in 1940, using 11 age 
qroi^s^ * « 
'includes black* males. 
^Includes black females^ 

NOXB; Itie code nmters foe ischemic heart disease are Nos. 410-413, based on the Eighth Revision International 
Classification of Diseases, Adapted foe Use in the United States . 

SOQRZS: Natfcnal Center for Health Statistics: Vital Statistics of the United Statas , Vbl. II, 1968-78. Public Health 
Service. Washington. U.S. Gcverrment Printing Office; Data oonputed by the Division of Analysis from data oonpiled by the 
Division of Vital Statistics; U.S. Bureau of the Census: Population estimates and projections. Oirrent Population 
Reports . Series P-25, Nos. 519, 721, and 870. Washington. U.S. Governroent Printing Office, Apr. 1974, Apr. 1978, and 
Jan. 1980. - • 
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TabUe 17. Death rates for malignant neoplaeae, aooording to race, a&i, and age: united States, selected 

years 1950-78 

(Data are based en the national vital registration system) 
i ^ 



Race, sex, and age 



i960 



Year 



1955 



1960 



1965 



1970' 



1975' 



1^77' 



1978' 



Itotal^ 

All aqes, age'adjusted^- 
All ages, cru d e 



IMer 25 years- 
under 1 year- 
1-24 years — 

2&-29 years 

30-34 years 

3&-39 years 

40-44 years — - 
45-49 years — ^ 

50-54 years 

55-59 year; 



60-64 years 

65 years and over- 

65-69 years' 

70-74 years — — 
75-79 years- 



80-84 years 

85 years and cver- 



tW)er of deaths 100,000 resident population 



125.4 


125.8 


125.8 




127.0 


129.9 


130.9 


133.0 


133.8 


139.8 


146.5 


149.2 




153 .B 


162.8 


171.7 


178.7 


181.9 


8.5 


' 8.6 


8.1 






7.0 * 


"T^.7 


5.6 


• 5.2 


^.7 
^ 8.5 


7.7 


7.2 




7.1 


4.7 


4.2 


3.8 


4fl 


8.6 


8.2 




7.6 


7.1 


5.8 


5.6 


5.3 


" 15.1 


14.6 


14.7 




13.8 


12.7 


11.4 


U.2 


10.6 


25.3 


23.7 


23.8 




24.0 


21.0 


19.2 


18.4 


18^2 


45.8 


44.5 


'43.0 




42.4 


40.9 


35.5 


34.5 


32.9 


81.2 


79.2 


77.6 




78.4 


76.8 


- 71.2 


68.9 


68.8 


137.0 


135.7 


♦135.4 




136.1 


139.3 


13^.6 


133.5 


133.1 


216.9 


219.7 


224.2 




221. A 


229.6 


226.2 


229.9 


233.7 


329.6 


327.4 


327.8 




330.5 


357.5 ' 


352.7 


356'. 5 


354.6 


468.5 


466.2 


478.3 




496.1 


498.8 


519.7 


539.6 


545.7 


851.3 


869.5 


870.9 




887.0 


923.4 


961.1 


988.4 


1,002.\ 


598.8 


638.0 


634.6 




647.9 


674.0 


670.3. 


691.9 


698.2 


830.0 


812.7 


818.6 




829.9 ' 


857.1 


923.1 


931.2 


938.8 


1,077.6 


1,067.1 


1,032.9 


1 


,047.0 


1,099.5 


1,152.9 


1,201.4 


1,216.0 


1,294.2 


1,294.9 


1,310.1 


1 


,239.2 ' 


1,286.1 


1,326.0 


1,364.9 


1,412.0 


1,450.8 


1,465.3 


1,450.0 


1 


,483.6 


1,320.7 


1,408.8 


1,445.6 


1,450.5 ^ 



White i^ale 

Xll ages, age adjusted*^ 
All ages, crude 



Under 25 years 

Under 1 year 

1-24 years 

25-29 years — ] 

30-34 years — ■ 

3&-39 years 

40-44 years 

45-49 years 

50-54 years 

5&-59 years 

60-64 years 

65 years and ovet- 



65^9 years- 
70-74 years 



75-79 years- 



80-84 years 

85 years and ever 

See footnotes at end of table. 



130.9 
147.2 

9.7 
9.6 
I 9.7 
15.0 
20.6 
/ 32.7 
. 57.2 
110.4 
194.7 
327.9 
506.0 
986.0 
685.5 
965.2 
1,261.4 
1,573.4 
1,733.9 



137.4 
160.0 

10.4 
8.7 
10.4 
15.0 
19.8 
33.0 
56.2 
113.5 
209.5 
340.5 
529.6 
1,045.6 
767.1 
986.4 
1,297.0 
1,633.0 
1,746.9 



141.6 
166.1 

9.7 
7.9 
9.8 
16.4 
21.1 
33.8 , 
59.7 
114.5 
219.9 
360.1 
559.3 
1,073.4 
780.0 
1,029.9 
1,297.9 
1,648.4 
1,791.4 



147.8 
173.7 

8.8 
6.2 
8.9 
15.0 
21.1 
35.5 
63.4 
119,5 
222.9 
368.3 
598.1 
1,144.9 
832.0 
1>078.3 
1,376.3 
1,647.5 
1,958.7 



154.3 
185.1 



157.2 
194.8 

6.8 
4.5 
6.8 
12.5 
18.2 
29.4 
59.6 
124.3 
224.9 
378.2 
619.7 
1,296.0 
887.3 
r,248.8 
1,616.8 
1,923.3 
2,046.6 



160.0 
202.5 

6.9 
4.5 
7.0 
12.9' 
;6.2 
29.8 
57.9 
120.1 
228.6 
380.4 
637.5 
1,330.1 
898.7 
1,264.1 
1,686.6 
1,994.1 
2,163.1 



161.2 
206.4 



6 
3 
6 

11 
16 
28 
57.1 
121.7 
234.4 
380.3 
641.2 
1,350.2 
906.8 
#,273.1 
1,699.3 
2,085.9 
2,213.6 



Table 17. Death rates for malignam^^oplasniB, according to race, sex, and age: United States, selected 

years 1950-78— Continued 



(Da^ 



are based on the national vital registration system) 



Race, sex, and a9e 



Year 



1950 


1955 


1960 


1965 


1970' 


1975' 


1977' 


1978' 




* / 

^ Nunber of deaths per i.00,000 r^ident population 




HQ d 


114.3 


109.5 


101.4 


107.6 


106.9 


108.3 


109.0 


139.9 


141.0 


139.8 


141>e 


149.4 


157.7 


164.5 


167.7 


7 fl 

f mO 


7.4 


7.0 


6.7% 


. 6.0 


4.9 


4.4 


4.4 


7 fl 


7.2 


6.8 


6.2 


\ 5.4 


4.2 


3.3 


4.7 


1 R 


7.4 


7.0 


6.7 


6.0 


4.9 


4.4 


4.4 


14.8 


13.8 


12.7 


12.4 


11.6 


10.2 


9.5 


9.6 


27.3 


25.7 


24.2 


25.1 


21.8 


19.5 


19.7 


18.5 


. ' 53.9 


51.7 


47.9 


44.3 


44.5 


37.7 


35.5 


33.3 


97.4 


93.3 


86.7 


85.0 


78.8 


75.0 


71.0 


71.5 


153.1 


144.8 


143.8 


140.4 


142.6 


134.3 


131.9 


131.5 


221.1 


213.8 


211.6 


216.5 


214.8 


208.1 


208.4 


2U.2 


314.5 


297.8 


281.7 


279.0 


301.9 


302^9 


306.0 


303.9 


419.4 


394.5 


y. 382.6 


380.8 


380.0 


406.6 


427.1 


433.5 


768.4 


747.6 


718.-4 


702.0 


714.3 


729.2 


752.1 


762.6 


534.2 


526.7 


500.3 


488.3 


495.6 


486.1 


518.8 


521.5 


733.1 


679.5 


641.6 


623.6 


626.4 


655.4 


654.6 


^ 666.8 


956.1 


912.7 


847.8 


820.5- 


836.2 


€42.2 


863.4 


'878.8 


1,153.1 


1,114.8 


1,107.2 


1,005.8 


1,011.9 


1,019.6 


1,050.2 


1,*071.4 


.1,348.1 


1,357.6 


1,304.9 


1,257.5 


1,126.6 


1,165.9 


1,;81.8' 


1,178.4 



Mhite Fenale 

AlT ages, age 2K3ju8ted^- 
All ages, crude 



Under 25 years- 
Uhder 1 year- 
1-24 years — 

25-29 years : 

30-34 years 

35-39 years — - 

40-44 years : 

45-4& years 

50-54 years- 
55-59 years- 



60-64 years 

65 years arCI over- 
65-69 yearr 
70-74 years 



75-79 years- 



80-84 years 

85 years and over- 



All other male^ 

\ Air"agesr age adjusted^- 
All age^, prude 

ttodftr 25 years 

iJSder 1 year 

1-24 years 

25-2^ ^ears ^ 

30-34 years 

35-39 years 

40-44 years — 

45-49 years ^ ^ 

50-54 years 



55-59 years- 



60-64 years 

65 years and over- 
65-69 years 



70-74 years 
75-79 year 



80-84 years 

85 years and over 

See footnotes at end 6f table. 



125.8 
106.1 

7.2 
10.4 
7.0 
14.8 
21.5 
39.7 
74.4 
144.6 
282.3 
421.1 
571.6 
691.6 
579.2 
720.7 
>896.9 
.751.4 
900.0 



138.7 
119.1 

7.3 
6.9 
7.3 
12.0 
21.8 
38.3 
84.9 
170.3 
277.6 
447.6 
643.2 
810.4 
722.0 
818.7 
891.6 
957.1 
1,045.8 



154.8 
134.1 

6.9 
6.5 
6.9 
14.7 
21.7 
47.3 
99.3 
169.9 
308.8 
433.7 
710.6 
982.4 
864.1 
1,021.2 
1,038.0 
1,195.5 
1,211.7 



167.3 
144.3 

6.4 
6.1 
• 6.4 

13.1 
1^.5 
48.8 
103.6 
1S4.6 
327.2 
485.9 
754.8 
1,073.8 
901.4 
1,119.3 
i,217.7 
1,252.4 
1,458.8 r 



185.3 
161.0 

6.7 
4.7 
6.8 
11.4 
23.6 
44.1 
108.1 
213.9 
373.7 
553.3 
750.3 
1,221.1 
988.8 
1,266.3 
1,504.5 
1,993.8 
1,268.4 



199.7 
175.3 

5.5 
3.8 
5.6 
11.6 
18.5 
• 45.6 
100.5 
208.8 
382.1 
612.7 
863.0^ 
1,351.5 
1,035.1 
1,503.2 
1,700.7 
1,654.7 
1,479.7 



205.4 
183.2' 

5.4 
4.0 
5.5 
10.3 
19.3 
42.8 
103.3 
211.8 
388.3 
8«8.6 
890.5 
1,414.0' 
1,025.5 
1,572.8 
1,951.1 
1,706.5 
1,609.7 



205.8 
184.9 

^ 6.1 
4.6 
6.2 
10.5 
18.1 
43.3 
100.3 
199.5 
399.2 
610.5 
916.3 
1,419.6 
1,037.0 
1,541.6 
1,931.0 
1,860.4 
1,539.7 
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Table 17. DMth rates. for nalignant neqpIaoBs, aooording to raoe, sex, and age: united States, selected 

years 1950-7^— Continued , 

(Data are based on the riaticnal vital registration systen) 



Race, sex, and age 



1950 



Year 



1955 



1960 



1^65 



1970' 



1975' 



1977' 



1978' 



Black Bale: 

All ages, age adjusted^ — 
All ages, crude 



IMer 25 years- 
Uhder 1 year- 
ly 24 yeara — 

25-29 years 

30-34 year» 



35-39 years- 
40-44 years- 
45-49 years 



50-54 years- 
55-^ years- 



60-64 years- 
65 years and over- 

65-6^ years 

70-74 years 



75^79 years- 

80-84 years 

85. years and over- 



i 



All Other feroale^ 

All ages^ age adjusted^ — 
All ages, .crude 



Under 25 years- 
Under 1 year- 
1-24 years — 

25-29 years 

30-34 years 

35-39 years 

40-44 years 

45-49 year- 

50-^ years 

55-S^ years 



60-64 years 

65 years and over- 



65-69 year» 
70-74 year; 
75-79 year 



80-84 years t 

85 years and over 

See footnotes at end of table. 



6 
6 
6 

19 

49 

89 
155 
223 
335 
446 
528.3 
5D.5 
429 
565 
617 
525 
719 



NiiRber of deaths per 100,000 resident -population 



126.1 




158.5 


^174.1 


198.0 


214.4 


221.9 


'223.7 


106.6 


— 


136.7 


149.2 


171.6 


188.5 


198.2 


200.6 


7.1 




6.7 


^6.4 


6.8 


5.7 


5.5 


6.3 




— 


6.8 


6.0 


5.3 


'3.1 


3.0 


3.8 






'6.7 


6.4 


6.9 


5.8 


5.6 


6.4 


15.3 


— 


15.0 


D.9 


12.8 


12.5 


. 11.1 


10.6 


21.1 




21.7 


20.3 


25.9 


19.9 


20.6 


19.9 


39.3 




i 47.7 


51.1 


46.6 


48.1 


\ 44.9 


45.4 


74.3 




^ 101.2 


107.5 


115.7 


110.3 


^ 113.6 


107.6 


147.5 ^ 




177.9 


195.3 


229.2 


229.3 


233.5 


220.7 


288.5 ' 




324.4 


344.6 


404.1 


416.1 


424.1 


433.8 


425.2 




461.4 


511.9 


595.7 


657.8 


676.7 


661.6 


580.1 




740.1 


802.8 


^02.3 


915.8 


• 951.3 


983.8 


696.1 




^ 980.4 


1,097.4 


1,297.6 


1,441.6 


1,515.5 


1,534.3 


581.2 




886.5 


939.5 


1,049.4 


1,086.9 


1,062.3 


1,090.1 


733.3 




1,017.1 


1,136.5 


1,349.1 


1,621.9 


1,707.0 


1,679.9 






1,012.6 


1,247.5 


1,580.6 


1,875.0 


2,254.0 


2,247.4 


853.5 




1,145.2 


1,246.4 


1,707.7 


1,784.0 


1,893*6 


2,094.6 






1,155.2 


1,456.7 


1,387 .JO 


1,573.6 


1,701.7 


1,666.2 


131.0 


124.7 


125.0 


• 120.9 


117.6 


U8.9 


122.4 


U1.8 


110.1 


108.4 


109.8 


109.2 


110.0 


115.5 


121.2 


122.1 



5.5 
5.3 
5.5 
19.9 
38.8 
82.9 

144.8 

226. 

312. 

390. 

446. 

542. 

478. 

551. 

672.8 

545.1 

641.2 



5.9 
6.5 
5.9 
17.1 
41.5 
72.1 
128.4 
207.1 
300.7 
369:6 
505.4 
591.0 
498.3 
596.6 
676.6 
757.2 
727.5 



5.3 
3.8 
5.4 
15.3 
40.4 
71.4 
119 
194 
271 
343 
508 
597 
341.8 
590.8 
671.3 
690.9 
942.9 



4.9 

3.3 
5.0 
14.4 
25.5 
60.2 

115.2 

173 

2fe7 

357 

422 

641 

534 

672 

729 

744 



758.9 



4 

2 

-4 
11 
23 
51 
95 

177.9 

251.0 

368 

459 

683 

484 

810 

917 

769 

732 



4.7 
2.6 
^ 4.7 

U.8 
•23.6 
51.2 
95.0 
167.9 
272.8 



372. 
490. 
707, 
502. 
807. 
1,024. 
777. 



768.9 



3.9 
3.1 
3.9 
U.9 
24.3 
49. 
97. 
161. 
260. 
365. 
494. 
722. 
51Si/^ 
787.1 
1,057.6 
860.0 
769.0 
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Table 17. Dtath^ates for nadlgnant neoplaane, acxjording to race, sex, and age: United States, selected 

years 1950-78— Continued 



(Data are based on the national vital registration systesn) 



Race, sex^ snA age 



1950 



' Year 



1955 1960 



1965 



19^0 



1975^ 1977' 



1978^ 



BlACk fcMle: 

All ages, age. adjusted^- 
All ages, crude 



Ninter of deaths per 100,000 resident po()ulatiQn 



under 25 years- 
iMer 1 year- 
1-24 years— 

25-29 years 

• 30-34 ywurs 

35-39 years 

40-44 years 

45-49 years 

50-54 years 

55-59 yeara 



60-^ years 

65 years and over- 
65-69 years- 



70-74 yeafs- 
75-79 years- 



80-84 years- 
85 years and over^ 



131.9 
111.8 

6,5 



19,7 
50,6 
89,2 
156.6 
227,3 
339,5 
449.9 
530*. 1 
513,0 
428.4 
569.5 



605.3 



127.8 
113,8 

6,0 
6.7 
5,9 
18.4 
43,1' 
75,9 
132,4 
210.7 
308,4 
384,8 
5 
4 
0 
5 
4 
1 
9 



518- 
591. 
505, 
596. 
673. 
745. 
7^. 



124.3 
113.6 



5. 

3, 

5, 
16. 
43. 
73. 
124, 
201,8 
278,4 
355,0 
527.4 
601,2 
515.5 
593,5 
670.1 
672,6 
934.8 



123,5 
117.3 

5,1 
3,3 
5,2 
15.4 
27,0 
64.6 
, 124,7 
183.2 

J to. 3 
70.7 



444. 

668. 
558. 
702. 
76!2 
764 
791 



124,7 
123.3 

4,7 
2,7 
4.8 
11.2 
25,4 
54.8 
'101.4 
191,3 
270.6 
385,5 
472,7 
704,4 
489,0 
860.1 
989.8 
789.0 
733,0 



129.8 

m.o 

4.6 

2.2 
4.9 

D.6 
25.6 
54.6 
102.6 
181,8 
297.0 
393.5 
510.0 
737.2 
512.0 
853.8 
1,147,1 
807.3 
784.9 



129.2 
131.8 



4 

3 
4 

12 

26 

53 
105.8 
173.2 
280.5 
387.8 
521,8 
750,9 
523.3 • 
823,6 
1,186.9 . 
904.9* 
792.3 



of the United States as enunerated in 1940, using 11 age 



^Excludes deaths o£ nonresidents of the Uiited States. 
^Includes all races and both sexes, 

^Age adjusted by the direct method to the total populatic 

QTOlpS* 

iTqgiiAfl black aales. 
^Includes black fenales, 

mi rtm international Classification of Diteases, Adapte d for Use in the United States ^^^^"^.^^ 2d 
iali<«nt n55p la« are Sixth Revision , fee. 140-265rtor 1 950 and »55; Seventh Revision , Nos. 140-205, foe 1960 and 
1965; ewd Eighth Revision , Nos. 140-209, foe 1970-78, 

3CUCES: National Center for Health Statistics: Vital Statistics of the United States, Vol II, ^f^J^^J;^ 
»MJ2i. r«n^«i«x uen printing Office; Data ocspited by the blvision ot Analysis fran data oospiled by the 

U S Bureau of the Census: Population estimates and projections. Current Population 
310. 519, 721, 2nd 870. Washington, U.S. Govemoent Printing Office, June 1965, V^^J^' 
Jiu, ^r^, f^i, ano Washington. U.S, Govem«nt 

united Stat^ sminary, 1960 and 1970, U>S. Census of 
U.S, CSoveriment Printing Office, 1961 and 1972. 



^ for Health Stausucs: vital t>zAwztes ul uuxucu^ub^, rwx, --'Jl^ZTT^ 

8«vloe. H-hlngtcniu-S G^vemnent Printing Of ^ISeTW^T^^IS^^ "^.^.^'JS^tJS 
Division of Vital Statistics; 

Reports. Series P^25, Nos. 31C, — , , 

J^U78, and Jan. 1980; 1950 Nonwhite Population by ^ 
Printing Office, 1951; General population character isti 
Popuiation , Final reports PC(1)-1B and PC(l)-Bl, Washington 
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Table IB. Death rates for camcer of the respiratory systen, according to race, sex, and age: United States, 

sel ec ted years 195(>-78 

(Data are based on the naticanal vftal registration systen) • ..^-^ 

Year i 



Baoe, sex, and age 



l3oO 


1955 


1960 


1965 


1970* 


1975' 


1977' 


1978' 


9 


Nunber of deaths per 100,000 resident population 




* 


12.8 


16.0 


19.2 


23.0 


28.4 


32.5 


34.3 


35.^4 


14.1 


18.2 


22.2 


26.9- 


34.2 


40.7 


44.0 


45.8 


0.2 


0.1 


0.1 


0.1 


0.1 


0.1 


0.1 


0.1 


0.9 


1.0 


1.1 


1.0 


1.0 


0.9 


1.0 


0.9 


5.1 


5.9 


7.3 


9.3 


11.6 


11*0 


10.6 


10.1 


22.9 


27.4 


32.0 


38.4 


46.2 


52.3 


55.1 


56.6 


55.2 


68.5 


' 81.5 


93.5 


116.2 


131.9 


137.3 


142.3 


69.0 


90.2 


111J3 


136.1 


170.1 


202.2 ^ 


218.9 


226.6 


69.3 


92.9 


111.2 


142.9 


174.6 


205.3 


219.2 


227.3 


69.3 


83.2 


1019 


129.2 


175.1 


212.4 


237.3 


246.6' 


64.0 


65.8 


79>i' 


97.1 


113.5 


142.8 ^ 


156.3 


158.6 



Total2 * 

All ages, "age e^Jjusted^ 
Ail ages, crude 



UWer 25 years — 

25-34 years 

35-44 years 

45-54 years 

5S-64 years 

65 years and over 
65*74 year- 



75-84 years 

85 years and over- 



Mhite male 



All ages, age adjusted^- 
All €iges, crude 



25 years- 

25-34 years 

35-44 years 

45-54 years 



55-64 years — : 

65 years eff)d ovfer- 

65-74 yfArs 

75-84 ^ars 



85 years eff>d»over- 



21.6 


28.5 


34.6 


41.5 


49.9 


54.6 


-56.4 


57.4 


24.1 


32.5 


39.6 


47.5 


58.3 


65.8 


69.6 


ll.l 


0.2 


0.2 


0.1' 


0.1 


0.1 


0.1 


0.1 


0.1 


1.2 ■ 


1.4 


1.6 


1.4 


1.4 


1.3 


^ 1.2 


1.1 


7.9 


8.9 


10.4 


12.8 


15.4 


13.4 


12.4 


U.7 


39.1 


47.2 


53.0 


60.7 


67.6 


73.0 


74.0 


75.0 


95.9 


125.3 


149.8 


169.7 


199.3 ^ 


206.3 


208.5 


214.4 


116.1 


164.4 


211.7 


270.8 • 


341.7 


398.0 


423.3 


431.9 


119.5 


172.1 


225.1 


282.5 


344.8 


385.2 


^ 399.8 


407.5- 


IW.l 


155.2 


191.9 


259.2 


360.7 


452.0 


501.1 


^510.7 


102.8 


105.1 


133.9 


181.5 


221.8 


298.2 


* 34(5.1 


359.3 



White fenale 



All ages, age adjusted^ 
All 2iges, crude 



Under 25 years 

25-34 years 

35-44 years 

45-54 years 

55-64 years— 

65 years and over- 



65-74 years- 



75-84 years 

85 years and over- 



See footnotes at .end of table. 



4.6 


4.6 


5.1 


6.8 


10.1 


13.8 


15.6 


16.8 


5.4 


5.7 


6.4 


8.6 


13.1 


18.8 


21.7 


23.6 


a.i - 


0.1 


0.1 


0.1 


0.1 


0.0 


0.1 


0.1 


0.5 


0.6 


0.6 


0.6 


0.6 


0.5 


0.6 


0.7 


2.2* 


2.6 


3.4 


4.5 


6.0 


7.1 


7.1 


7.0 


6.5 


6.8 


9-8 


14.8 


22.1 


y.i 


30.8 


32.7 


15.5 


14.8 


16.7 


23.4 


39.3 


58.9 


65.3 


69.9 


31.6 


31.2 


30.6 


36.7 


50.0 


69.6 


81.5 


89.4 


27.2 


26.7 


26.5 


33.1 


45.4 


68.1 


80.9 


90.5 


40.0 


39.1 


36.5 


41.1 


56.8 


71.3 


83.6 


91.4 


43.9 


42.7 


45.2 


51.2 


57.4 


73.1 


78.8 


77.6 
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Tafcle 18*. Death rates' for cancer of the respiratory system, aooording to race, sex, and age: United SUtes, ' 

3elecjed years 1950-78— Continued *^ 

(Data are based on the national vital registration system) 



Year 



Race, sex, and age 



1950 



1955 



1960 



.1965 



19701 



19751 



1977' 1978' 



Ml other loale^ 



All 
All ages, 



age adjustec^- 
crude 



Under 25 years- 

25-34- years 

35-44 years 

45-54 years 



55-64 years- 
65 years and over- 



65-74 years- 



75-84 years 

85 years and over- 



Black male: 



All ages, age adjusted^- 
All ages, crude — : 



Under 25 years- 
25-34 years 



35-44 years- 
"n1S-54 years 



J 5-64 years 
5 years and over- 



65-74 years- 



75-84 years 

85 years and over- 



16.9 
14.3 

0.2 
' 2.1 

9.4 
41.1 
78.8 
58.9 
65.2 

42.4 



Nunber of deaths per 100,000 resident popufation 

» 



17.0 


24.0 


35.6 


42.6 


5^.3 


66.8 


14.5 


20.6 


30.5 ' 


36.0 


47.6 . 


56.7 


0.2 • 


0.1 


0.1 


0.2 


0.1 


0.1 


2.1 


2.2 


2.5 


1.7 


2.4 


1.6 


9.3 


12.9 


19.8 


24.5 


29.3 


27.3 


40.5 


56.3 


70.4, 


84.7 


113.1 


122.9 


#9.1 


108.0 


154.2 


171.0 


231.5 


290.0 


^60.7 


93.7 


170.2 


219.6 


285.3 


358.4 


67.6 


100.6 


183.4 


240.2 


301.2 


378.2 


48.5 


83.2 


145.4- • 


177.8 


278.7 


346.9 


10.5 • 


45.8 


114.8 


I4J.I V 


158.8* 


218.8 



71.4 
61.5 

0.2 
2.1 
24.6 
131.2 
305.0 
397.3 
408.4. 
412.0 
252.8 



72.2 
62.5 

0.1 
1.5 
24.3 
131.6 
310.1 
402.7 
413.5 
434.3 
211.5 



















36.6 


44.7 


60.8 


72.5 


78.3 


79.1 




31.1 


37.6 


,51.2 


61.8 


67.8 


68.7 




0.1 


0.2 


0.2 


0.1 


0.2 


1:1 




2.6 


1.8 • 


2.9 


1.6 


2.3 


26.8 




20.7 


26.1 


32.6 


30.7 


27.6 




75.0 


90.4 


123.5 • 


136.9 


147.5 


147.6 




161.8 


182.7 


250.3 


313.2 


331.9 


339.7 




166.4 


224.0 


302.9 


383.3 


430.4 


434.2 




184.6 


248.1 


322.2 


404.7 


435.9 


439.5 




126.3 


172.6 


290.6 


370.7 


469.6 


493.6 




110.3 


140.0 


154.4 


220.8 


255.0 


215.4 



All other fesaale^ 



AU ages, 
AU ages, 



age adjusted^- 
crude 



Under 25 years- 

25-34 jfeaxB 

^44 years 

45-54 years 



55-64 years- 
65 years and over- 
65-74 years 



75-84 yeaca- 
85 years and cver- 



4.1 
3.4 

0.1 
1.1 
2.6 
8.7 
15.5 
18. 3' 

17. r 

19.6- 
19.2 



5.2 
4.5 

0.1 

3.3 
10.9 
19.^ 
25.0 
25.2 
25.0 
23.5 



5.6 
4.9 

0.1 
0.7 
3.5 
12.5 
20.2 
27.2 
22.5 
35.8 
44.7 



7.1 
6.3 

0.1 
.0.9 

6.1 
16.7 
25.8 
29.3 
29.5 
27.7 
34.7 



10.4 
9.5 

0.0 
0.5 
9.4 
23.3 
35.3 
49.0 
47.7 
53.2 
45.8 



13.4 

12.5 

0.0 
0.7 
8.4 
30.7 
52.3 
62.6 
62.9 
64.4 
55.5 



15.7 
14.7 

0.1 
0.9 
10.5 
36.4 
63.3 
66.9 
70.1 
65.6 
50.8 



15.9 
15.^ 

0.8 
7.7 
37.5 
64.6 
73.0 
69.9 
89.8 
,52.4 



See footnotes at end of tablet 
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Table 18. Death rates for cancer <rf the reepiratocy systm, acooraing to race, sex, and age: IMited States, 

selected years 1950-78— Continued 

(Data are based <xi the national vital registration system) 



Race, sex, and age 



1950 



Year 



1955 



1960 



1965 



1970^ 



1975^ 



1977' 1978' 



. Blade f eaale: 

All ages, age adjusted^- 
All ages, crude 



IMer 25 years- 
25-34 years ' 
35-44 years 



45-54 years- 



55-^ years 

65 years and over- 
65-74 years 



75-84 years 

85 years and over- 



Niraber of deaths per 100,000 resident population 



4.1 




5.5 ' 


7.1 


10.9 


14.2 


16.7 


16.9 


3.4 




4.9 


6.3 
« 


10.1 


13.4 


15.8 


16.3 


0.1 




0.1 


P-1 


0.1 


0.0 


0.0 


0,1 


1.2 




0.8 


0.9 ' 


0.5 


0.7 


1.1 


1.0 


2.7 




3.4 




^10.5 


9.5 


11.8 


8.6 


8.8 




12.8 


17.6 


25.3 


33.6 


41.0 


41.6 


15.3 




20.7 


26. r 


36.4 


55.0 


66.0 


68.5 


17.2 




25.3 


27.3 


50.0 


63.2 


67.1 


73.2 


16.4 




20.7 


28.2 


49.3 


63.7 X 


71.3 


70.3 


19.2 




33.1 


24.5 


52.6 


65.5 - 


65.6 


92.0. 






44.7 


30.4 * 


47.6 


53.5 


45.4 


50.8 * 



^Excludes deaths of nonresidents of the United States. 
^Includes all races and both sexes. 

^fcge adjusted by the direct method to the total population of the United States as eniroerated in 1940, using 11 age 

^Includes black sales. 
^Includes black fenales. 

NOTE: the International Classification of Diseases, Ada^ed for Use in United Stat^ revisions and code nunbers foe 
cancer erf the respiratory system are sixth Revision , Nos. 160-164, for 1950 and 1955; Seventh Revision , Ndis. 160-164, 
foe 1960 and 1965? and Eighth Revision , Nos. 160-163, for 1970-78. 

SOUCES: National Center fOT Health Statistic^: Vital Statistics of the*United States , Vdl. II, 1950-78. Public Health 
Service. Washington. U.S. Goverroent Printing Office? ^Data ccnputed by the Division of Analysis from data ooqpiled by the 
Division of vital Statistics; U.S. Bureau of the Census: Population estimates and projections. Current Population 
R^orts. Series P-25, Nos. 310, 519, 721, and 870. Washington. U.S. Governroent Printing Office, Jui^ Apr. 1974, 

Ape. 1978, and Jan. 1980; 1950 Nonwhite Population by Race , Special report P-E No. 38, Washington. U.S. Go^rnent 
Printing Office, 1951; General population ciiaracteristics. United Stat^ sunnary, 1960 and 1970, U.S. CenaoB of 
Population . Final reports IC(1)-1B and PC{1)-B1, Washington. U.S. Governroent Printing Office, 1961 -and 1573^ 
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Table 19. Death rates for oerebcovascular disease, aocxMrding to race, sex, and age: United SUtes, 

selected years 1960-78 

( (Da^ta are ba^ on the national vital registration system) 



Race, sex, and age 



Year 
— • — 



1960 


1965 


1970^ 


197 5^ 


1977' 


WI9^ 




Nutter of deaths per 100,000 population 




7Q 7 


' 12.7 


66.3 


54.5 


48.2 


45.3 


108.0 


103.9 


iai.9 


91.1 


84.1 


80.5 


4.1 


4.1 


5.0 


5.1 


5.3 ' 


5.S 


O.B 




1.0 


0.8 


0.8 


' 0.8 


' 0.7 


t 


0.7 


0.5 


0.5 


0.6 


1.8 




1.6 


1.4 


1.2 


1.1 


4.7 


4.8 


4.5 


3.5 


3.1 


2.7 


14.7 


15.4 


15.6 


IK 7 


10.3 


9.8 


49.2 


45.5 


41.6 


32.2 


28.7 


27.4 


147.3 , 


127.1 


115.8 


91.7 


79.5 


74.1 


469.2 


415.5 


384.1 


303.1 


259.9 


243.6 


.1,491.3 


1,349.0 


1,254.2 


1,076.3 


970.7 ^ 


910.2 


3,680.5 


3,717.6' 


3,014.3 


2,654.8 


2,425.2 


2,281.6 



Total^ 



All ages, age adjusted^- 
All ages, crude 



Under 1 year- 
1-4 years-^ — 
5-14 years — 
1^-24 years— 
2S-34 years— 
3S-44 years— 
4S-54 years— 
55-64 years— 
6S-74 years 



7S-84 years ^ 

85 years and over- 



White male 



All ages, age adjusted^- 
All ages, crude— 



Under 1 year- 

1-4 years 

5-14 years — 
15-24 years— 
25-34 yei^a- 
35-44 years^ 
45-54 yearl- 
55-64 years— 
65-74 years- 



75-84 years 

85 years and over- 



80.3 


74.2 


63. 8 


57.4 


50.5 


46.8 


102.7 


96.5 


93.5 


81.1 


73.2 


68.9 


4.3 


4.9 


4.5 


4.7 


4.8 


4.2 


0.8 


0.6 


1.2 


0.9 


0.8 


1.0 


0.7 


0.6 


0.8 


0.5 


0.6 


0.7 


1.7 


1.4 


1.6 


1-4 


1.1 


1.2 


3^5 


3.5 


3.2 


2.6 


2.5 


2.0 


11.3 


10.9 


11.8 


8.7 


7.8 


7.6 


40.9 


37.7 


35.6 


27.6 


24.7 


22.4 


139.0 


126.4 


119.9 


94.4 


80.3 


73.3 


501.0 


446.0 


420.0 


340.4 


290.8 


269.9 


1,564.8 


1,437.7 


1,361.6 


1,175.7 


1,053.3 


975.0 


3,734.8 


3,815.7 


3,018.1 


2, 761; 4 


2,507.4 


2,352.3 



Vlhite female 



All ages, age adjusted^- 
All ages, crude 



Under 1 year— 

1-4 years ^ 

5-14 years 

15-24 years — 
25-34 years — 
35-44 years — 
45-54 years — 
55-64 years — 
65-74 years- 



75-84 years — ■ — 

85 years and over— 

See footnotes at end of table. 



68.7 


61.5 


56.2 ^ 


46.8 


41.5 


39.3 


110.1 


108.0 


109.8 


102.8 


96.5 


•93.5 


2.6 


y 2.6 


3.2 


4.0 


3.8^^ 


3.8 


0.5 


0.6 


0.6 


0.7 


0.8 


0.6 


0^6 


0.6 


0.6 


0.5 


0.4 


0.4 


1.4 


1.2 


^1.1 


1.1 ' 


0.9 


1.0 


. 3.4 


3.ff 


e.4 


- 3.0 


2.5 


2.1 


10.1 


10.9 


11.5 


9./ 


8.1 ■ 


7.8 


33.8 


31.2 


30.5 


25.1 


21.7 


21.7 


103.0 


82.8 


78.1 


65.6 


58.2 


54.7 


383.3 


328.0 


303.2 


234.8 


201.6 


190.7 


1,444.7 


1,280.5 


1,176^.8 


1,007.8 


901.1 


849.5 


3,795.7 


3,813.4 


3,167.6^ 


2,746.4 


2,529.0 


2,389.6 
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Tihie 19. Death rates for cerebrovaecular diseafie, aocxarding to racje, sex, and age: United States, 

selected years 1960-78— Continued 

^ (Data are based on the national vital registration system) 



Year 



Race, sex, and age 



1960 1965 1970' 1975^ 1977^ // ' 1978' 



Black male Nixnber of ^ekths per 100,000 population ^ 



All ages, age adjusted^- 
All ages, crude 



Under 1 year- 

1-4 years 

5-14 years — 
15-24 years— 
25-34 years— 
35-44 years— 
45-54 years— 
55-64 years— 
^65-74 years— 



75-84 years 

85 years and over- 



Black^ female 



'All ages, age adjusted^- 
All ages, crude 



Under 1 year- 

1-4 years 

5-14 years — 
15-24 years— 
25-34 years— 
35-44 years— 
45-54 yw^s— 
55-64 years— 
65-74 years— 



75-84 years 



85 years and over- 



141.2 


i 138.1 


124.2 


96.r 


87.2 /; 


83.6 


122.9 


f 120.0 


108.7 


88.S 


81.4 // 


78.4 


8.5 


7.5 






*ft S ' 

O.J' 


11 ft 


1.9 




*1.4 


J.. J. J 






♦0,9 


1.1 


n ft 


*n 7 




u.o 


7 


7 ft 




Z.D 


1 7 


1 J 


^o ft 




14.0 


7. / 




Q 0 


47 A 


DO. ± ' 






'3^ Q 


JZ. / 


\ Ififi 1 


Ifil 4 / 




73.^ 


QO A 


0/ • 0 




dm / 






^4^.7 


«XJ. 3 


ftQQ 9 


ft7'^ 1 «/ 


/ou.u 


DU7.7 




1Q7 9 

47 / . A 


1,475.2 


1,523.6 / 


1,442.6 


1,305.2 


1,2$0.6^ 


1,243.1 


2,700.0 


2,606-7 / 


1,963.0 


1,835.8 


1,671.7^ 


1,509.2 


139.5 


/ 

126/4 


m 

107.9 


81.3 


'73.3 


68.7 


127.7 


123.1 


' 112.1 


92.6 


87.1 


82.6 


*6.7 


*4.9 


9.1 


♦9.0 


14.0 


1 • U.5 


n.3 


n.5 


n.4 


*0.8 


n.o 


♦0.7 


1.0 


. 1.0 


0.8 


*0.7 


*0.5 


*0.7 


3.4 


3.2 


3.0 


1.9 


2.2 


• 1.8 


17.4 


15.2 


14.3 


8#7 . 


6.3 


• 6.8 


57.4 


53.3 


49.1 


31.1 


26.1 


22.4 


166.2. 


-151.1 


119.4 


82.4 ^ 


71.4 


65.7 


452.0 


367.4 


272.5 


192.9 


167.1 


158.0 


830.5 


757.9 


673.4 


497.3 


423.9 


385.5 


1,413.1 


1,386.5 


1,337.8 


1,190.5 


1,221.1 


1,188.4 


2,578.9 


2,739.1 


2,222.5 


1,804.0 


1,601.7 


1,496.9 



'ficcludes deaths of nonresidents of the Uhited States. 
^Includes all races and both sexes. - 

^Age adjusted by the direct method to the total population of the United States as enumerated in 1940, using 11 age 
groups. 

NOIE: Tt)e International Classification of Diseyes, Adapted for Use in the unijted States revisions aifa code nmbers foe 
cerebcovascular disease are Seventh Revision , Nos. 330-334, lac 1960 and 1965, and ElqKth Revision , Noe. 430-438, toe 

1970-78. , ^ 

( 

901XCES': National Center for Health Statistics: Vital Statistics of the United States , Vbl.' II, 1960-78. Public Ife^lth 
Service. Washington. U.S. Goverment Printing Office; Data doniMted by the Division of Analysis from data oonpiled by the 
Division of Vital Statistics; U.S. Bureau of ^the Census: Population estimates and projections. Current Population 
Reports . Series P-25, Nos. 310, 519, 721, and 870. Hashington. U.S. Government Printing Office, June~1965, Apr. 1974, 
Apr. 1978, and Jan. 19C^ General population characteristics, united States sunroary, 1960 and 1970. U.S. Census d. 
Population . Pinal reports PC(1)-1B and PC(l)-fil. Washington. U.S. Government Printing Office, 1961 and 15731 
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Table 20. Death rates for notor vehicae acridents, aooording to race, sex, and age: iMlted Stales, 

^selected years 1960-78 

^ ^ (D^ta are based on the national, vital registration system) 

' ' ^ 

Race, sex, and age ' . * 



I960 1965 1970^ 1975^ 1977' 1978' 



Total^ 



Nunber of deaths per 100,000 population 



All ages, age adjusted^- 
All ages, crude 



Under 1 year- 
1-^ years — 7 
*5-14 years — - 
15-24 years— 
25-34 years— 
35-44 years— 
45-54 years— 
55-64 years— 
65-74 years 



75-84 years 

85 years and over- 



White male 



aH ages, age adjusted^ 
All ages, crude 



Under 1 year- 
1-4 yfiar^^ — 
5-14 years — 
15-24 years— 
25-34 years— 
35-44 years — 
45-54 years#- 
55-64 years— 
65-74 yeai^ 



75-84 years- 
85 years and over- 



22.5 
21.3 



8, 
10. 

7.9 
38.0 
24.3 
19.3 
21.4 
25.1 
31.4 
41.8 
37.9 



34.0 
31.5 

8.8 
11.3 
10.3 
62.7 
38.6 
28.4 
29.7 
24 A 
45.5 
66.8 
61.9 



26.5 
25.4 

\ 8.6 
10.8 
8.9 
44.2 
29.7 
24.6 
25.6 
28.8 
34.3 
46.5 
40.0 



39.4 

37.^2 

1?4 ^ 

11.5 

71.4 

45.8 

35.3 

35.7 

39.3 

48.6 

74.8 

74.4 



27.4 
26.9 

9.8 
11.5 
10.2 
47.2 
30.9 
24.9 
25.5 
27.9 
.32.8 
43.5 
34.2 ' 



40.1 
39.1 

9.1 
12,2 
12.6 
75.2 
47^.0 
35.2 
34.6 
39.0 
46.2 
69.2 
66.5 







99 A 




21.5 




22.9 


24.0 


Q ^ 




0 .u 


ft 2 


in "7 
lU. J 




in 1 

i.U . i. 




Q 1 




O.D 


ft ft 


39.^ 




AA 1 


4P.4 


25.0 






7ft R 


18.9 






9n 2 






1/ • / 


1ft c\ 


18. 1 






1ft ft 


22. U 




01 (V' 


21 R 






'^l fi 


'^I 2 






25.5 


^.0 


31.7 




33.2 


35.2 


32.2 




34.1 


36.2 


8.0 




8.6 


7.5 


10.9 




10.3 


^ 11.0 


10.8 




10.4 


11.3 


64.6 




•^71.0 


75.4 


38.2 




40.2 


44.5 


27.7 




27.3 


29.7 


24.0 




24.9 


25.3 


24.4 




25.6 


25.4 


30.3 




26.8 


29.4 


52.3 




49.6 


48.5 


48.8 


f 


49.7 


52.6 



White female 



All ages, age adjusted^- 
All ages, crude 



Under 1 year- 

1-4 years 

5-14 years — 
15-24 years— 



25-34 year& 
35-44 years 




over- 



see j^ootnotes at end of table. 



11.1 
11.2 

7.5 
8.3 
5.3 
15.6 
9.0 
8.9 
11.4 
15.3 
19.3 
23.8 
22.2 



D.6 
*D.9 

7.9 
8.9 
6.0 
19.5 
11.8 
3 
3 

17.8, 
22.7 
28.2 
21.4 



■4 



14.4 
14.8 

10.2 
9.6 
6>9 
22; 7 
12.7 
12.3 
14.3 
16.1 
22.1 
28.1 
18.1 



10.9 
U.4 



8.4 

8.2 
6.1 
18.4 
10.9s 
8.6 
8.9 
0.5 
14.4 
20.9 
13.0 



12.2 
12.7 

7.8 
8.9 
6.6 
22.7 
11.1 
. 9.6 
9.5 
11.1 
14:7 
21.0 
15.6 



12.6 
13 a 

8.5 
8.6 
6.4 
23.8 
12.2 
9.6 
9.6 
11.2 
14.9 
20.4 
12.5 
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4Tahl« 2g, Death ratfis for notdc vehicle accidents, aocxxrding to race, sex, and age: United States, 

selected years 1960-*78-^Oontinued 

(Data are based on the national vit^ registration system) 

— — ^- ^ : : . : 



Race, sex, and age 



Year 



1960 


1965 


1970' 


1975' 


1977' 


1978' 




Number of deaths per 100,000 population 




38*2 


45.2 


50.1 


35.8 


35.3 


35.0 


33.1 ' 


• 39.1 


^ 44.2 


32.7 




32.6 


*6.8 


\s.e 


10.6 


, *8.8 


*7?^S^ 


*6.7 


12.7 


18.1 


16.9 


16.4 


14.-3 


13.9 


10.4 


12.8 


'16.1 


' 13.0 


12.7 


U.O 


46.4 


54.0 


^ 58.1 


34.0 


, / 39.0 


38.4 


51.0 • 


62.7 


70.4 


51.5* 


/ 50.6 


49.6 


43.6 


53.7 


59.5 


43.2 


( ^ 39.3 


42.6 


48.1- 


52.2 


^ 61.4 


41.9 


39.3 


38.8 


47.3 


• 58.3 


62.1 


45.1 


46.0 


42.0 


46. 1« 


51.7 


5^.9 


49.0 


39.5 


40.4 


51.8 


50.3 


. 51.5 


4^ 


55.0 


66.5 


*58.6 


*W.3 


45.7 


*37.7 


,0 35.0 


33»8 



Black male 

All ages, age adjusted^- 
All ages, crude- 



Uhde» 1 year- 

1-4 years 

5-14 years — 
15*24 years— 
25-34 years— 
35-44 years— 
4S-54 years— 
55-64 years— 



65-74 years 

75-84 yearsr-; 

.85 years and over- 



Black female 



All ages, age adjusted^- 
All ages, cfude 



Uhder 1 year- 
1-4 years — - 
5-14 years— ^ 
15-24 years— 
25-34 years— 
35-44 years— 
45-54 years— 
55-64 years— 
65-74 years— 



75-84 years 
85 years and over* 



10.0 


' 12.7 




9.4 


8.9 


9.7 


12.1 ^ 




9.2 


8.8 


8.1, 


*6.7 


- 11.9 


t 

, *8.1 


*7.0 


8.8 


10.5 


12.6 


• 11.1 


9.8 


5.9 


7.0 


9.3 


5.9 


5.4 


. 9.9 


14.S 


13.4 


8.8 


10.1 


9.8 


13.2 


13.3 


8.8 


9.0 


11.0 


13.8 


16.1 




8.3 


_ 11.8 


15.4 


16.4 


•^12.1 ^ 


9.2 


14.0 


14.7 


17.1 


-^11.9 


11.9 


14.2 ' 


17.3 


16.3 


11.4 


8.9 


8.8. 


12.0 


14.3 


16.0 


' 14.3 


*21.1 


*13.0 


*15.5 


, *8.1 


no.i 




1 










'Bxcludesvdeaths pf nonresidents of the United States. 
^Includes all rabes and both sexes. 

^Age adjusted by the direct roethfi^bo th«r total population 
groups. 



of the United States as enumerated in 1940, using 11 age 



NDIE: atw international Classification <rf Diseases, Ad£g)ted for Use in the United states revisions and code nixnbers tox. 
wckac vehicle aocidents are Sevyilh Revision , Woe. E810-E835, for 1960 and 1965, and Eighth Revision ^ Noe: E810-a?3, for 

&70-78. * , > ^ 

/ . - ' , ^ 

^fJXSfy NatiorfiH Cdfiter f<M: Health Statistics; Vital StatistioB of the Unite^a States , V6l. II, 1960-78. Public Health 
Service. Washington. U.S.^XSoverrment Printing Office; Dat& oca|3uted by the Division of Analysis from data oonpiled by the. 
Division of Vital Statistics; U«S. Bureau of the Census: Population estimates and projections. Current Population 
Reports . Series P-25, Noe. 310, 519, 721, and 870. Washington. U.S. Government Printing Office, June Apr. 1574, 

Apr. 1978, and Jan. 1980; General popOIation characteristics, Unit^ States sumiary, 1960 and 1970. U.S. Census of 
Population . Fiwa reports K:(1)-1B and PC(1)-B1. Washington. U.S. Government Printing Office, 1961 and l572. V 
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Malt 21. Dtath raUs for honicidey acsowrding to raoe, sex, and age: united States, selected years 1960-78 
(DaU are. based on the national vital registration system) 



Race, sex, and age 



1960 



Year 



1965 



1970' 



1975' 



1977' 



1978' 



All 
AU 



Uhdet 
1-4 yiear» 



1 year- 



5-14 years— 
lS-24 years^ 
25-34 years- 
35-4f years- 
45-54 ysara- 
55-64 .ytears- 
65-74 years- 



Ototal^ 



age adjtisted^ 
crude ' 



75-84 years 

85 years and over- 




Niinber of <^th8 per 100,000 population 



6.2 
5.5 

1.2 
0.6 
6.8 
U."€ 
^9.9 
7.0 
5.0 
3.2 
2.8 
2:4 



9.1 
8.3 

4.3 

1.9 
.0.9 
U.7 
16.6 
13.7 
10.1 

7.1 
' 5.0 

4.0 

4.2 



\ 10.5 
10.0 



1.0 
13.7 
18.4 
15.8 
U.6 
8.0 
6.0 
5.7 
4.6 



9.6 
9.2 

5.6 
2.7 
1.2 
12.7 
16.5 
14.5 
9.8 
7.4 
5.2 
4.9 
4.7 



9.6 
9.4 



2.6 
1.3 
13.2 
16.9 
14.0 
^9:9 
6.7 
5.0 
4.7 
4.4 



k ^ Vtiite nale 

All ages, age adjusted^- 
AlJr ages, crude 



.Under 1 year- 

7 1-4 years— — 
5-14 years — 

* 15-24 years— 
25-34 years— 
35-44 years— 
45-54 years— 

^55-64 yearsr- 
65-74 years- 



75-84 years 

85 years and over- 



3.9 
3.6 

3.8 
0.6 
0.4 
4.4 
6.2 
5.5 
5.0 
4.3 
3.4 
2.7 
*2.7 



4.8 
4.4 

< 

5.4 
1.0 
0.5 
4.9 
^.8 
7.3 
6.1 
5.2 
?-5 
3.6 
*3.0 



7.3 
6.8 

2.9 
1.4 
0.5 
7.9 
13.0 
11.0 
9.0 
7.7 
5.6 
5.1 
6.4 



9.4 
9.1 

5.0 
*»1.9 
0.8 
U.2 
15^6 
14r.4 
U.3 
8.9 
7.1 
6.6 
5.6 



8.8 
8.7 

4.2 
1.9 
0.9 
U.5 

9.7 
7.8 
5.7 
5.4 
6.0 



9.2 
9.2 

3.5 
1.7 



1, 
12< 
15, 
13, 
10. 



1% 
5.5 
4.7 
6.4 



White fenide 



All ages. 
All ages, 



age adjusted^ 
crude 



under 1 year- 
1-4 years—— 
5-14 years — ■ 
15-24 15pars— 
25-34 years— 
3^44 years— 
45-54 years- 



55^ yw8--T; — 
65-74 years^Sig^ 
75-84 




over r 

at end of table. 



1.5 
1.4* 

3.3 
0.5 
0.3 
1.5 



2. 
2. 
1. 
1. 
1. 
1.2 

n.5 



1.7 
1.6 

3.7^ 
0.8 
0.4 
1.8 
2.5 
2.3 
2.0 
1.6 
1.3 
1.3 
*1.3 



2.2 
2.1 

2.9 
1.2 
0.5 
2:7 
3.4 
3.2 
2.2 
2.0 



2.9 
2.9 

3.5 
1.2 
0.8 
4.0 
4.1 
4.0 
3.0 
2.4 
2.3 
3.8 
3.1 



2.9 
2.9^ 

4.1 
1.6 
0.9 
3.9 
3.9 
4.0 
2.8 

24 
2.3 

3.1 
3.2 



2.9 
4.9 

3.6 
1.4 
0.9 
4.1 
4.0 
3.6 
3.0 
2.0 
2.1 
3.4 
3.0 
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Table 21. Death rata* for hcmicide, according to race, sex, and age: united States, selected years 1960-78--Continued 

(Data are baaed on the n^itional vital registration system) 



T 



Raoe, sex, and age 



1960 



Year 



1965 



1970' 



1975' 



197J 



1978' 



All aqeSi 
All age9, 



Black nale 

age adjlisted^ 
crude — 



Under I year- 
1-4 years— 
5-14 years — 
15-24 years— 
25-34 years— 
35-44 years— 
45-54 years— 
55-64 years— 
65-74 years- 



75-84 years 

85 years and ever- 



BleKdc fenale 



All ages, age adjusted*'- 
All ages, crude 



Under 1 y^- 

1-4 years 

5-14 years — 
» 15-24 year& 
25-34 years 
35-44 year 



45-54 years- 
55-64 yeara-^ 
65-74 years- 



75-84 years 

85^year8 ai;|d over- 



1^ 



Nunber of deaths per 100,000 population 



44.9 


54.5 


; 82*1 




67.7 


65.6 


36.6 


43.3 


67»5 




59.7 


58.6 


10.3 


11.9 


14.3 


15.0 \ 


17.0 


13.3 


*1.7 


2.7 


' 5.1 




8.8 


8.6 


1.4 


2.2 


4.2 


2.7 


—-—3.2 


3.4 


46.4 


57.1 


102.5 


90.5 


72.2 


72.5 


92.0 


111.4 


158.5 


162.6 


135.5 ^ 


134.6 


77.5 


93.5 


126.2 . 


125.5 


^^^^ 


104.3 


54.8 


63.J 


100.6 


99.0 


76.0 


73.5 


31.8 


39.2 


59.8 ^ 


62.9 


57,5 • 


50.1 


19.1 


27.3 


40.6 . 


40.1 




32.2 


16.1 


17.8 


18.9 ^ 


26.7 


21L2 


• 26.6 


*10.3 


*16.7 


' *19.6 


*22.6 


*26.7 


*7.7 














ii;8 


12.3 


15.0 


16.3 


13.8 


, 13.3 


10*4 


10.5 


13.2 * 


15.0 


' 13.1 


13.0 


13.8 


12.3 


/l0.7 


14.0 


11.4 


13.7 


*1.7 


2.8 


6.3 


6.6 


. 6.7 


7.6 


1.0 


1.0 


2.0 


2.0 


2.6 


2.7 


11.9 


12.3 


17.7 ^ 


20.6 


18.7 . 


17.7 


24.9 


25.3 


25.6 


28.3 


'25.1 


.24.0 


20.5 


22.4 


1 25.1 


24.5 


18.3 


1^.8 


12.7 


13*0 


^ 17.5 


17.9 


12.1 


10.7 


6.8 


6.9 


8.1 


10.7 


10.1 


9.3 


*3.3 


*2.8 


7.7 


9.0 


6.9 


8.6 


*2.5 


*4.0 


*5.7 


8.4 


9.0 


8.4 


*2:6 


*4.3 


*9.9 


*7.1 


*3.4 





1 Ex c ludes deathf ci nonresidents of the United States. ' 
3 Includes all races and both sexes. 

3 Age adjusted by the direct method to the total] population of the United States as numerated in 1940, using 11 age 
groups. , . 

NOOK: the International Clagsif ication of Diseases, Adapted for Use in the United States revisions and code rainbers tor 
^^-tfc^^de arc Seventh Revision , Noe. E964, E980-E985, for 1960 and 1965, and Eighth Rcviiloh , Nos. E960-E969, for 1970-78. 

9CMJBCXSZ National Center for Health Statistics: j/ital Statistics of the United States , Vbl. II,X960-78. Public Health 
Service. Waahingtott. U.S. Governwnt Printing Office; Data oonixited by Division o^ Analysis from data oorapiled by the 
Division Vital Statistics; U.S. bureau of ihe Census: Population estimate and projections. Current Population 
Bqpocts. Series P-25, Hos. 310, 519, 721, 870. Washington. U.S. Goverrment Printing Office, June ISfiS, j^. 1974, 
Apr. 1978, and Jan. 1980; General population characteristics. United States sunnary, 1960^ and 1970. U.S. Census of 
Population . Pinal tepotts PC(1)-1B and PC(1)-B1. Washington. U.S. Goverrment Printing Office, 1961 and iTTTI 
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'T»bl« 22. Death ratw foe suicide, according to race, sex, and age: United States, selected years 1960-78 

(Data are based on the naticnal vital registration systscn) 



RHoe, sex, 93n5 age 



1960 



Year 



1965 



1970' 



1975' 



1977' 



• 1978 



Total2 



Nunber o£ deaths per 100,000 population 



All ages, age adjustfed^ 
All ages, crude-^ 



under y^/ear- 

1-4 yeats 

5-14 years — ^ 
15-24^iyaBra— 



25-34 ywMTS- 
35^44 years- 
45-54 yaarar 
55-64 years- 
65-74' years- 



".75^ jear» 
85 years and over- 



White male 

m ages, age a^jus^^ 
All ages,' crude-^ — » 



Dhder 1 year- 
1-U years— 
5-14 years— 
15-24 years— 
25-34 years- 
35-« years— 
45-54 years*- 
55-64 years- 



65^74 years- 



75-84 years- 
85 ^ over-=** 



Wiite fonale 

ages, age adjusted^- 
All ages, crude*-^ 



(Mer 1 year- 

1-4 year^ 

5-14 years — 
15-24 years— 
25-34 years- 
' 35-44 years- 
45-54 years- 
55-64 years- 
65-^74 year* 



11-84 years 1 — 

years and over 

3ee footnotes at end of tables 



10.6 


11.4 


11.8 


12.6 


10.6 


11.1 


11.6 


12.7 




» » a 


a • • 


. . . 


• • . 


• • a 


a a a 


* ... 


0.3 


0.3 


0.3 


0.5 


5.2 


6.2 


8.8 


11.8 


10 :o • 


12.2 


14.1 


" 16.4 


14.2 


16.7 


16.9 


17.4 


20.7 


20.9 


20.0 


20.1 


23.7 


23.7 


21.4 


20.0 


23.0 


21.2 


s 20.8 


l5.7 


27.9 


24.7 


21.2 


20.6 


26,0 


24.2 


19.0 


18.1 


17.5 


17.7 


• 

18.2 


• 19.8 


17.6 


17.5 ' 


18.0 


2g.i 




• • • 


• • • 






a • • 


• f • 




oVs 


0.5 


0.5 


0.8 


8.6 


9.5 


D.9 


19.6 


14.9 \ 


17.7 


19.9 


24.4 


21.9 


' 23.5 


23.3 


24.5 


33.7^ 


31.1 


29.5 


29.7 


40.2 


39.5 


35.0 


32.1 


42.0 


38.5 


38.7 


36.1 


55.7 


50.8 


45.5 


44.8 


61.3 . 


59.0 


45.8 


' 50.3 



/ 



0, 



5.3 


6.7 


7.2 


7. '3 


5.3 


6.6 


7.1 , 


7.4 


... 


a a » 
• 

... 


... 




*0.1 


*0.1 


0.1 


o!2 


2.3 


2.9 


4.2 


4.9 


5.8 


7.6 


9.0 


• 8.9 


8.1 


12.0 


. 13.0 


12.6 


10.9 


D.8 


D.5 


D.8 


10.9 


12.2 


12 ;3 ^ 


s 11.7 


8.8 


9.8 


r.6 


9.5 


9.2/^ 


-X 8.0' 


7.2 


7.8 


6.1 


A 6.5 


5.8 


4.7 



02.9 
D.3 



0.5 
13.6 
17.7 
16.8 
18.9 
19.4 
20.1 
21.5 
17.3 



1.0 
22.9 
26.7 
24.7 
27.3 
30.9 
37.5 
48.4 
49.9 



0.2 
5.5 
9.3 
11.2 
D.6 
11.2 
9.4 
7.5 
4.4 



12.0 
12.5 



0.4 
12.4 
16.7 
15.8 
17.1 
18.1 
16.8 
' 22.6 
18.6 



19.2 
20.2 



0.7 
20.8 
25.8 
22.5 
24.7 
29.3 
35.5 
50.9 
53.1 



6.6 
6.9 



071 

5.0 
8.5 
10.9 
12.1 
10.3 
8.4 
7.7 
5.2 
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Tihle 22. Death rates for iuiclde, acxxrding to race, sex, and age: united States, s^ectfed' years 1960*7d-K:ontinued 
y ^ (Data are based on ,the national vital registration system) 



Race, sex, and age 



T 



Year 



1966 


1965 


1970^ 


1975^ 


1977^ 


1978' 




Nunber of deaths per 100,000 population 




7.8 


9.1 


9.9 


11.6 . 


U.9 


12.1 


6.4 


7.3 


8.0 


10.0 


> 10.7 


10.8 


... 

*6!i 


*6!2 


*o!i 


« ■ a 
■ a « 

*0.1r 


r *o!3 


... 
... 

.*0.3 


4.1 


8.1 


10.5 


12.9 


^ 13.3 


13.4 


12.4 ^ 


13.4 


19.2 


24.3 


26.3 


24.4 


12.8 


14.4 


12.6 


16.0 


14.8 


16.9 


10.8 


13.0 


13.8 


12.1 


U.5 


13.8 


16.2 


12.8 


10.6 


10.8 


12.6 


10.2 


11.3 


11.4 


8.7 


11.2 


10.4 


U.l 


*6,6 


*1^0 


*8.9 


13.6 


13.1 


• 14.9 


*6,9 




*8.7 


*3.8 


*11.7 


♦7.7 



Black male 



All ages, age adjusted^- 
All ages, crude 



Under 1 year- 

1-4 years 

5^14 years — 
15*^ years^ 
years— 
35-44 years— 



45-54i year& 

55-64 years 

65^74 years 

75^84 years 

85 years and over- 



Black female 



0 



All ages, age adjuste;}^- 
Mi ages, crude * — 



Under 1 year- 

1-4 years 

5^14 years — 
15-24 years— 
25-34 years— 
35-44 years— 
45^54 years— 
55-64 years— 
, 65-74 years 



75^84 years 

85 years and over- 



1.9 


2.5 


f.9 


3.0 


3.3 


3.0 


1.6 


2.1 


2.6 


2.7 


3.0 


2.8 


*o!o 


*6!i 


> ... 
♦0^2 


... 
... 
*0.1 


*6!2 


*6!2 


1.3 


*2a7' 


3.8 


3.3 


3.8 


2.7 


3.0 


5.1 


5.7 


5.6 


6.2 


5.6 


3.0 


3.1 


3.7 


. < 3.9 


4.8 


4.6 


3.1 


4.2 


3.7 


4.0 ,> 


4.(1 


4.2 


*3.0 


*2.0 


* *2.0 


3.5 


3.5 ' 


3.2 


*2,3 


*0.9 


*2a9 


*3.0 


*1.5 


*2,2 


*1.3 


*2.0 


*1.7 


*1.5 


*2.2 


*3.3 




*2.2 


*2.a 




*0.8 


♦0.8 



' Excludes deaths ctf nonresidents of the United States. 
^Includes all raoee and both sexes. 

'^Age adjusted by the direct method to the total population 
9raf». 



3tJl 



of the United States as enunerated^ 1940, using 11 age 



NOTE: Itie International Classification of Diseases, 
suicide are Seventh Revision, HQs. E963, g70-B79, foe 



for Use in the United States revisions and oode nmbers for 
:fl and ISgS, and filghfch ftevisiop , Nos. E950-E959, for 1970-78. . 



9CUCES: National Ceftter for Health Statistics: Vital statistics of the United States , Vol. II, 1960-78. Public Health 
Service. Washington. U.S. Govermient Printing Office? Data computed by the Division of Analysis frcm data cowpiled by the 
Division of Vita\ Statistics; U.S. Bureau of the Census: Population estimates and projections. Current ypulation 
Reports . Series P-25, Nos. 310, 519, 721, and 870. Washington. U.S. Goverrinent Printing Office, June 1965, Apr. 1374, 
Apr. 1978, and Jan. 1980; General population characteristics. United States sunmary, 1960 and 1970. U.S. Census <rf 
Pcpulation . Final reports IC{1)-1B and PC{1)-^1. Washington. U.S. Goverrroent Printing Office, 1961 and STI! 
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table 23* Infanta weighing 2,^ grans or less at birth, aooocding to race, $eogra(phic division, m! State 

United sutes average wmual 1966-68, 1971-73, and 1976-78 

(Data are based cn the national vital registration systen) 



Geographic division 
and SUte 



1966—68 



1971-73 



1976-78 



Total 


Hhite 


AU 
Other' 


Total^ 


White 


Black 


Total^ 


White 


Slack 




Inftfits weighing 2,500 grane 


or lees at birth per 100 total live births 




8.3 


7 1 


1^ 7 


7 C 
/.D 


D.!) 


U.4 


7.1 


C ft 
D.U 


±^ . 7 


7.9^ 


7.5 


14.0 


7.1 


6.7 


13.4, 

F 


6.4 


• 6.0 • 


12.5% 

XA . 


7.6 


7.5 


11.9 


6.4 , 


^ , 6.4 


, *5.5 




9.5 


^.8 


7.2 


7.2 


*9.2 


6.8^ 




*8.9, 


\9 


5.9 


♦6.0 


7.9 


o.O 


*2.2 


7.0 


^ 7.0 


*3.3 


6.5 


6.4 


♦15.4 


7.8 


7.5 


13.3 


7.1 


6.7 


13.3 


6.4 


6.1 


11 1 




7.9 


14.3 


7.1 


6.6 


14.5 


6.7 


6.2 


111 


8.3 


7.5 ^ 


15.0 


7.3 


6.6 


13.4 

« 


6.9 , 


6.0 


XO .D 

4, J 


8.6 


• 7.4 


15.3 


8.0 


6.7 


14.1 


7.5 


6.2 


13.4 














% 




9.0 


7.7 


15.0 


8.2 


6.9 


13.9 


7.9 


6.5 


13.2 


8.5 


7.1 


15.0 


8.0 


6.5 


14^4 


7.5 


6.0 


13.5 


fl 1 

0. X 


7.0 


16.5 


7.6 


6.6 


14.4 


7.0 


* 6.0 


1^7 
U. / 


/ .P 


6.8 


14.4 


7.4 


6.3 


13.8 


7.0 


5.8 


111 
U.4 


7 Q 


7.0 


' 14.9 


7.4* 


6.4 


13.7 


6.9 


5.9 


XJ . ^ 


7*6 i 


7.0 


14.1 


6.8 


6.2 


12.0 


6.5 


5.8 


12 0 

XA . U 


8.2 


6.8 


14.2 


7.9 


6.2 


14. 0> 


7.5 


5.8 


D.7 


7.9 


6.8 


14.6 


7.8 


6.3 


14.4* 


7.3 


6.0 


13.6 


6.8 


6.5^ 


12.7 


6.2 


5.8 


12.8 


5.6 


5.2 


12.4 


6.8 


6.4 


12.8 


6.5 


6.0 


13.0 


6.0 


5.5 


x^ . u 


6.3 


6.2 


10.4 


5.9 


5.7 


12.9 ^ 


5.3 


5.2 


11.8 


6.2 


* D. i 


IOC 


6.1 




U.J 


!).!} 


C A 
3.4 


11.3 


7.7 


6.5 


14.2 


7.4 


6.3 


13.3 


7.1 


5.9 


13.5 


6.3 


D.J 


T ft 


3.0 


c c 
3.D 


7.Z 


3.2 


C ft 
3.U 


12.5- 




6.2 


7.3 


6.0 


5.8 


13.9 


5.4 


5.2 


10.6 


6.7 


6.4 


12.8 


6.4 


6.1 ^ 


12.5 


5.8 


5;4 


♦12.4 


7.1 


6.7 


12.6 . 


6.6 


6.1 


12.1 


6.4 


5.9 


12.7 


9.3 


7.5 


13.9 


8.5 


\ 6.7 


13.3 


a;i 


6.2 


12.8 


S 7 


6.9 


16.0 


7.9 


6.2 


14*1 


7.8^ 


6.0 


11 fi 


Q 1 

7.1 


7.4 


14.9 


7.9 


6.2 


13.0 


7.9 


5.8 


13.0 




7.3 


15.0 


12.8 


* 6.7 


13.8 


12.8 


7.0 


11 n 


o. o 


7.3 


13.6 


8.0 


6.6 


13.1 


5 7.4 


Si9 


12.2 


8.3 


8.0 


14.5 , 


7.4 


7.2 


12.2 


6.9 


6.8 


11.5 


9.5 


7.7 


13.7 


8.8 


6.9 


13.4 


8.1 


6.2 


12.5 


9.7 


7.6 


13.0 


8.8 


6.5 


12.6 


8.9 


6.1 


13.1 


9.5 


7.3 


•13.7 


9.3 


7.0 


13.8 


8.7 


6.3 


13.0 


9.1 


7.4 


13.7. 


8.3 


6.6 


13.1 


7.9 


6.2 


12.5 


8.9 


7.4 


12.9 


8.4 


6.7 


12.7 


8.0 


6.4 * 


12.3 


8.3 


7.8 


10.9 


7.5 


7.0 


13.0 


7.1 


6.5 


12.8 


8.9 


7.3 


14.8 


8.2 


6.8 


13.4 


8.0 


6.6 


13.0 


9.0 


7.2 


12.3 


8.5 


6.5 


12.5 


8.2 


6.1 


U.O 


9.7 


7.0 


12.2 


9.2 


6.4 


12.4 


' 8.9 


6.1 


U.O 



United states- 



Hew Bigland- 



Maine- 



New Bai^nhire- 
Vsncnt 



Maesachuaetta- 

Riode Island— 
Ocjnnecticut — 



Middle Atlantic- 



New York- 
New Jecaey^ 



Perinsylvania- 



East North Central- 



Ohio 

Indiana — 
Illinoia— 
Michigan— 
tfiscGnsin- 



ViestvNorth Central- 



Miijnesota- 



Mistoqri 

North Df^tota- 



South Dskota- 



South Atlantic 



DelaMare- 
Ma^land- 



Oietrict of Oolunbia- 

Virginia 

Meet Virginia 

North CarolL'Mi 

South C^olina-^i 

Georgia-^ 

Florida 



East South Central' 



Kentucky^ 



Al^bsMi 

Miseissippi 

See footnotes at end of table. 
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IdblM 23« Infants Mtighing 2,500 grens or Ims at birth, aooording to race, ^Qeographic divfsion, and State: 
Uhitsd Statat average amial 1966-68, 1971-73, and 1976-7S--OQntfnued 

(Data are baaed on the mUkicnal vital registration systen) 



Geogr^shic diyision 
m3 Stafti^--^ 



1966-68 



1971-73 



1976-78 



Total 



vthite 



All / 
Other' >Ttrtal2 White 



Black 



Tbtal^ Mhite Black 



Meet South Central- 



Arkansas— 

Louisiana- 



Oklafacaa- 



Mountain- 



Montana- 
Idiho — 



Wyosing- 



Colocado— — 
New Mexicso- 

Arizona 

Utah 



Nevada- 



Pacific- 



Washington- 



Oregon- 
Califomia- 

Alaska 

BaMaii 



Infants weighing 2,500 grans or less at birth per 100 total live births 



8.7 


. 7.2 


13.9 


8.0 


6.7 


13.4 


7.7 


6.4 


13.1 


8.8 


7.4 


12.3 


7.9 


6.5 


12.2 


7.9 


6.3 


12.7 


10.1 


7.0 


14.7 


9.1 


6.5" 


13.3 


8.9 


6.3 


12.9 


7.7 


7.1 


11.3 


7.5 


6.8 


14.0 


7.2 


6.6 


13.2 


8.4 


7.3 


14.0 


7.8, 


6,7 


13,1 


7.4 


6.3 


13.3 


8.7' * 


8.4 


11.1 


7.7 


7.5 


13.8 ■ 


6.9 


6.7 


13.3 


7.7 




8.6 


7.4 


7.3 


16.4 


6.3 


6.1 


13.0 


7.0 




11.0 


6.5 


6.4 


-if! 


5.6 


5.6 


♦8.5 


9.6 


9:3 


14.3 


8.9 


8.9 




8.3 


8.1 


17.3 


10.3 


10.0 


15.9 


^ 9.3 


9.0 


15il 


8.4 


8.1 


14.7 


9.9 


9.8 


^11.0 


9.0 


9.0 


14.5 


8.4 


8.4 


13.6 


7.8 . 


7.4 


9.5 


6.7 


6.5 


11.1 


6.2 


6.0 


11.8 


7.1 


7.0 


10.2* 


6.0 


5.9 


, 12.6 


5.5 


' 5.5 


10.9 


9.5 


8.9 


13.2 


8.6 


7.6 


15.7 


7.5 


6.7 


^ 13.7 


7.3 


6.7 


11.2 


6.5 


5.9 


12.2 


6.1 


5.4 


. 11.5 


6.r 


6.5 


10.5 


6.2 


5.9 


11.3' 


5.5 


5.2 


9.8 


6.4 


6.2 


10.5 


5.8 


5.6 


13.15 


5.3 


5.1 


11.5 


7.4 


6.8 


11.8 


6.6 


5.9 


12.2 


6.2 


5.5 


11.6 


7.2 


6.4 


8.8 


6.4 


5.8 


U.5 


5.4 


5.0 


8.9 


9.2 


7.4 


* 9.8 


7.8 


6.2 


8.1 


7.4 


6.0 


8.9 



'Data by birth weight for .the black population not available for these years. In the Middle Atlantic, East North Central, 
South Atlantic, East South Central, and West South Central Divisions, more than 95 percent of the births in the "all 
other* racial category t#ere black. However, in the Maintain ax3 Pacific States, saost of the births in the "all other" 
racial category were not black. Overall, 91 perofent of the births in the "all other" racial category were black for the 3- 
year perio^ Based on aore recent data, infants other than black of the "all other" racial category have >a Ruch lower 
low-birth-weight ratio than black infants. In fact,^is other graq)*^ ratio is sisdlar to the white ratio. Therefore, 
ocabining the black and other gro^ distorts the p0ture, naking a trend difficult to interpret. 
^Includes all other races not shown separately. * 



SOWCE: National Center for Health Statistics: 
Division of Vital Statistics. 



Data ociixited by the Division of Analysis fbcn data coapiled by the 
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Tibl« 24. Live births, aooording to race and selected characteristics: United States/ 1970-7^ 
(Data are based on the national vital registration system) 



Race and selected 
characteristics 



1970 



1971 



Year 



1972 



1973 



1974 



1975 



1976 



19r7 



1978 



Bxk^hweight^ 

2^500 qrm 
1,500 qrm 

Education of Mother 

Less than 12 ye«^s — 
16 years oc ■ore 



Percent of live births 



Preriatal care began 



1st trijKster 

3rd trijKster or no 
prenatal care- 



30.8 
8.6 



68.0 
7.9 



7.66 
1.14 



30.9 
8.7 



68.6 
7.3 



7.67 



31.0 
9.2 



69.5 
6.9 



7.55 
1.16 



30.6 
10.0 



70.8 
6.6 



7.42 
1.14 



29.2 
10.9 



72.1 
6.2 



7.39 
1.16- 



28.6 
U.4 



72.4 
6.0 



■LI 



27.4 
12.1 



73.5 
5.7 



7.07 
1.13 



26.2 
12.6 



74.1 
5.6 



7.1j 
l.li 



26.1- 
13.1 



74.9 
5.4 



Birthweight^ 

2,500 gra 
1,500 gra 

Education of aether 



Less than 12 years — 
16 years oc apce 

Prenatal care begtfi 

1st trijMster 



3rd trunester or no 
prenatal tare — ■ — 



6.84 
0.95 



27.0 
9.5 



72.4 
6.2 



6.57 
/0.92 



27.2 
9.6 



72.9 
5.8 



6.49 
0.9r4 



27.2 
10.2 



73.6 
5.6 



6.41 
0.94 



26.7 
11.1 



74.9 
5.3 



6.30 
0.92 



25.5 
12.1 



75.9 
5.1 



6.26 
0.92 



25.0 
12.7 



75.9 
5.0 



6.13 
0.91 



23.9 
13.5 



76.8 
4.8 



5.93 
0,S9 



22.9 
14.0 



77.3 
4.7 



5.94 

0.91 



23.4 
14.4 



78.2 
4.5 



BLACK 
Birthweight^ 

2,500 grans or less 

1,500 grans or less 

Education of oother 



Less than 12 years- 
i6 years or^ more— 



13.86 
2.40 



51.0 
2.8 



13.35 
2.29 



49.8 
3.1 



13.58 
2.38 




13.09 
2.37 



45.1 
4.4 



12.97 
2.40 



43.3 
4.8 



12.79 
2.38 



41.0 
5.2 



12.85 
2.43 



38.5 
5.7 



Prenatal care began 
1st truaester 



3rd trimester or no 
pre^tal care 



44.4 

16.6 



46.6 
14.6 



49.0 

13.3 



51.5 
12.4 



53.9 
11.4 



55.8 
10.5 



57.7 
9.9 



59.0 
9.6 



60.2 
9.3 



^Includes all other races not shown separat^y. 

^Since aoiv of the birthweight figures are less than 1 percent, all figures for this category were carried to 2 decimal 
places. 

NDTC: Figures for 1970 and 1971 are based on a 50-percent sarple; for 1972-78, they are based on 100 percent of births in 
selected States and on a 50-percent senile of births in all other States. Percents are based only on records for v*iich 
characteristic is stated. 

9DURCB; National Center for Health Statistics: Vital Statistics of the Unitgd States , Vol. 1, for data years 1970-1977, 
PiA>lic Health Service. Washington. U.S. Garment Printing Office; tor 1978, Public Health Service. To be published. 
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Table 2S. Vaocination status of children 1-4 years of age, acxx)rdlng to rsKx and standard iin^tropolitan 
statistical area (SMBA) oG^ponent: united States, 1974 and 1979 

(Data are based on housriiold interviews of a sample of the civilian noninstitutionalized population) 



Year, race, and 
aCA component 



Measles 



Vaccination 



Rubella 



Polio 2 



1974 



Percent Qf population 



iv>tal- 



64.5 



59.8 



73.9 



63.1 



39.4 



Race 



Nhite- 



All other- 



66.8 
53.1 



61.0 
53.6 



76.8 
59.6 



66.7 
45.0 



41.1 

31.2 



SN5A cGi^nnent 



Central city 

Poverty area^- 



Nonpoverty area 

Resaining areas in SMSA- 

Nop-aeA 



62.5 
52.9 
66.0 
68.5 
61.6 



61.1 
55.3 
63.2 
62.3 
55.5 



69.5 
57.3 
74.0 
77.9 
73.2 



60.0 
51.5 
63.1 
68.1 
60.0 



37.9 

43.9 
35.4 



1979 



.Total- 



63.5 



62.7 



65.4 



59.1 



55.4 



Race 



White- 



All other- 



66. 
51. 



64.7 

53,7 



69.0 
49.2 



63.6 
38.9 



57.5 
46.0 



SM5A cGsponent 



Central city 

Poverty area^ 

Ncnpoverty area 

RoHoning areas in SMSA- 
Non-96A 



57.8 
47.7 
60.9 
65.6 
66.1 



58.0 
52.8 
59.6 
65.1 
64.1 



58.0 
48.6 
61.0 

6a. 1 

67.7 



52.1 
44.5 
54.4 
61.6 
62.6 



49.5 
40.8 
52.1 
57.2 
58.5 



1 Diphtheria- tetanus-pertussis. 

2 Ttirec doees or note. - ^ u 
3Geogra(Jhic areas where 20 percent or more of t*^ population falls below the poverty level as defined by the Bureau of the 
census in 1970. ^ 

IOTEj Begii¥iing in 1976, the catec(ory "don't know" was added to response categories. Prior to 1976, the lack of this 
option resulted in scne forced positive answers particularly for vaccinations requiring nultiple dose scheAiles, i.e., 
polio and DIP. 

SOdCE: Center for Disease Control: ajl[ed States Innunization Survey, 1979 . Public Health Setvice, DHBS, Atlanta, Ga. 
To be published. - ^ - 
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Tabl* 26. Selactad notifiable disease rates, aocxxding to diseate: united States, selectee! years 1950-79 

t 

^ (Data are based on reporting by State health departments^* 



Disease 



— 7— 



Year 



1950 1955 1960^ 1965 1970 . 1975 1978 1979 



^ ] , Ni«ber of cases per 100,000 population 

Chickerpca (1) (i) (») (I) (i) 78.11 80.42 102.93 

Diphthttia 1 m 3.83 1.21 0.51 0.08 0.21 0.14 0.03 0.03 

Hepatitis A f ^ — \ ^ „ J5 17 4qV 27.87 16.82 13.53 13.82 

Bepatitis B ! ^ — / ^ ' ^-^^ ^^'P ^ 4.08 6.30 6.89 7.02 

Measles (rubeola) 211.01 337.88 245.42 13S.33 23.23 11.44 12.32 6.18 

MunJB ^ ^ (M (M (M 55.55 27.99 7.8l' 









m 3.83 


1.21 


0.51 


(») 


19.45 


23.-15 


211.01 


337.88 


245.42 




(M 


(M 


' 79.82 


38.21 


8.23 


^22.02 


17.64 


^.77 


8.43 


1.40 


\ (t) 


(M 






3.32 


3.85 


^ 15.45. 


8.47 


6.94 


80.50 


46.60 


30.83 



Pertussis (whooping oou^) ' 79.8 2 38.21 8.23 3.51 2.08 0.62 0.95 0.7 

PolidiVclitis, total ,2 02 ^''•^^ J--"^ 0-0^ 0-02 0.00 0.01 

Paralytic ^ M 8.43 1.40 0.03 0.02 0.00 0.00 0.01 

Ritella (Genm neasles) ^ ^ {}) (I) (I) (') 27.75 7.81 8.38 5.36 

SalJOieUoeis, earcauding typhoid fever 3.32 3.85 8.87 10.84 10.61 13.49 15.06 

Shigellosis — : ^ 15.45. 8.47 6.94 5.70 6.79 7.78 8.95 9.15 

Tuberculosis^ 80.50 46.60 30.83 ,25.33 18.22 15.95 13.08 12.57 

Venereal diseases:^ 

SyphUis^ c 3j|.0 2 76.15 6 8.78 58.81 45.46 38.00 30.00 30.68 

Priaary and secowaary ^ 16.73 4.02 9.06 12.16 10.94 12.09 10.00 11.38 

Early latent ; 39.71 12*48 10.11 9.10 8.11 12.57 9.07 9.40 

*Late and late latent 76.22 53.83 45.91 35.09 25.05 12.81 10.64 9.70 

Congenital -V^^ 8.97 3.33 2.48 1.86 0.97 0.43 0.20 0.20 

Gonorrhea 192.45 146.96 145.33 169.36 298.52 472.9 1 468.30 459.44 

Chancroid ^ ' 3.34 1.65 0.94 0.51 0.70 0.33 0.24 0.38 

Qrmilon inguinale 1.19 0.30 0.17 0.08 0.06 0.03 0.03 0.03 

^f^^phogranulcna venereun 0.95 0.47 0.47" 0.46 0.30 0.17 0.13 O.U 

^Not reported nationally. 

^Data subsequent to 1974 are not yxayar able to>:ior years because of changes in reporting criteria that bec2Rie effective 
in 1975. 

3Nei#ly reported civilian cases. 

4 Includes stage of syphilis not stated. 

NOIE: Rates greater thsi 0 but less than 0.005 are shown as 0.00. Ite total resident population was used to ced c ulate all 
rates esoept venereal diseases, for which the civilivi resident population was used. 

SCUCES: Center for Disease Control: Reported iqc»rbidity and nortality in the United States, 1979, Mcybidity and Mortality 
Weekly Report 28(54). RAilic Health Service, Atlanta, Ga., Sept. 1980; National Center toe Health Statistics: 5ta 
CGi^ut3^^~Ehe Division of Analysis frcn data compiled by the Center for Disease Control; Venereal Disease Control 
Division, Center for Preventi^ Services, Center for Disease'Control: Selected data. 
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Tabl« 27. Self-aMtsmnt of health and liinitatiom£. activity, aooording to selected characteristics: United States, 

1974 and 1979 

(Data are babed on household interviews of a sanple of the civilian noninstitutionalized population) 



Characteristic 



•K>tal''2-3 - 
Age 



Under 17 years 

17-44 years 

45-64 years 

65 years and over- 



Male— 
Fanle 



Race* 



Mhite- 



Black- 



Fanily inocoie'^^ 



Less than $7,000- 

$7,00O-$9,999 

$10,000-$14,999— 
$15,00O-$24,999— 



$25,000 or wore 

' Geographic region^ 



Northeast 

North Central- 
South 

West 



Location of residence^ 

Within &Ek 

Outside MA 



With limitation of activity 



Self-assessment 
of health as 
fair o^-pooc 



Total 



Limited but 
not in major 
activity 



Limited in 
amount or 
kind of majot 
activity 



Unable to 
carry on 
major activity 



1974 



1979 



13.2 



4.6 
9.4 

23.8 
33.9 



12.6 
13.8 



12.1 
22.1 



24.7 
17.9 
14.6 
10.5 
6.9' 



11.5 
11.9 
16.0 
12.2 



12.1 
15.4 



12.4 



4.8 
8.8 
21.9 
31.4 



11.7 
13.0 



11.4 
20.3 



22.5 
16.9 
12.5 
9.5 
6.7^ 



11.0 
U.3 
15.0 
10.7 



11.4 
14.3 



1974 


1979 


197i 


1979 


1974 


1979 ^ 


1974 
• 


1979 




Percent of population 










13.9 


13.9 


3.5 


3.6 


7.1 


6.9 


/ 3.2 


3.4 


3.7 


3.9 


1.8 


1.8 


1.7 


1.9 


0.2 


0.2 


8.8 


o . o 


3.2 


3.3 


4.6 


4.4 


1.0 


1.1 


24.1 




5.2 


5.4 


13.3 


12.1 


5.6 


0.3 


45.9 


46.0 


6.6 


6.9 


22.1 


22.3 


17.1 


16.9 


14.7 


14.8 


3.6 


' 3.6 


5.7 


5.5 


3.4 


5.7 


13.2 


13.2 


3.3 


3.6 


8.3 


8.0 


1.5 


1*6 


13.5 


13.6 


3.5 


3.7 


6.9 


6.8 


3.0 


3.2 


17.4 


17.7 


2.8 


3.2 


9.2 


8.7 


5.5 


*5.7 


22.8 


22.0 


4.3 


4.3 


11.9 


10.7 


*6.6 


*7.0 ^ 


16.5 


17.8 


3.6 


3.7 


8.2 


8.9 


*4.6 


*5.3 


14.1 


14.0 


3.4 


3.7 


12 


«.8 


*3.3 


*3.4 


11.9 


11.7 


3.2 


3.5 


6.5 


6.1 


*2.2 


*2.1 


10.2 


10. a 


' 3.4 


3.4 


5.0 


4.7 


*1.8 


*1.9 


13.0 


13.0 


3.5 


3.3 ■ 


6.6 


6.5 


*2.9 


*3.2 


13.4 


13.0 


3.5 


3.5 


7.1 


6.6 


t 2.7 


*2.9 


14.6 


14.7 


a.i 


3.5 


7.6 


7.2 y 3.9 


4.0 


14.5 


15.1 


4.0 


4.3 


7.1 


7.3^ *3.4 


*3^ 


13.4 


13.3 


3.4 


3.5 


6.9 


6.6 


3.0 


3.2 


14.9 


15.3 


3.5 


3.8 


7.6 


7.6 


*3.8 


*3.9 



1 Age adjusted'by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals. 

2 Includes all other races not shown separately. 

' ^f^l^inoa^^ CcMrre^ponding inbome categories in 1974, adjusting for inflation, were; less than 

$5,000;Jf5,000-$6,999; $7,000-?9,999j $10,000-$ 14, 999? and $15,000 or more. 

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data fran the National Health 
Interview Survey. 
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Table 28. RMtricted-activity and bed-disability days^ aooocding to selected characteristics: United States, 

1974 and 1979 



i (Da^ are based on household interviews of a sample of the civilian noninstitutionalized population) 



Chai^acteristic 




Restricted-activity days 
1974 ,-^>lS79 


Bed-disability days 
1974 1979 




« 






Nmber per person per year 




T0tal''2,3 


> 




17.0 


18 ^ 


D .D 


6.6 




Age 




* 








inder^lT years 




\ 


10.7 


11.0 


4.8 


4.9 


17-44 years 






13.5 


15.0 „ 


5.3 


5.4 


45-^4 years 






I'K ft 
CO . w 


26.0 


8.4 


O.J 


65 years and over- 




- 


IR 0 


41.9 


14.3 


13 7 




Sex' ' 












Male 






15.9 


17.0 - 


5.9 




Fenale 






18.0 


19.9 


7.3 






Race' 












White 








18.0 


6.3 


D.J 


Black ^ 






22.7 


^ 24.8 


9.9 


9.7 • 


Faaiily income''^ 












Less theffi $7,000 — 






7*5 7 


~ 

30.6 


9.9 


10.6 


$7,000-$9,999 






s 20.0 


22.0 


8.0 


8.3 


$10,000-$14,999 






' 16.6 


17.5 


6.5 


6.4 


$15,000-$24,999 






15.0 


15.2 


5.8 


5.5 


$25r000 or more 






12.5 


14.? 


5.0 


. 5.1 


Geographic area^ 












Northeast 






14.8 


16.9 


^6.3 


^ • 6.6 


North Central 






16.2 


17.0 


5.9 


5.6 


South 






18.7 


. 19.3 


7.5 


7.2 


West 






18.6 


': 21.5 


6.8 


7.1 


Location of residence^ 


























Within aCA 






^'i. 17.2 


18.6 


6.9 


6.9 


Outside 9CA 






16.8 


18.4 


.6.1 


6.2 















— . — 



' Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 .age intervals. 
^ Includes all other races not shown separately. 

3 Includes uiknoNn family inoone. ^ 

4 Family inocme categories for 1979. Oorre^xsnding inocme categories in 1974, adjusting for inflation, were: less^thao 
$5,000; $5,000-56,999; $7,00O-$9,999; $10,000-$14,999j and $15,000 or more. ^ 

SOURCE: Division of Health Interview Statistics, National Center for ftealth Statistics: Data fcon the National Health 
Interview Survey. 



148 



ERIC 



^ 1 



149 



Table 29* Disability diiys -associated with acute conditions and Incidence of acute oondlticos, according to aget 

ttilted States't 1970-79 

(Data are.based on hbuatfK>Id Interviews of a aap|>le ^tbe civilian nonlnstltutlonallzed pq^ajatlon) 

ending June 30 ) 



Age 



f 

1970 


1971 


1972 


1973 


1974 


1975 


1976 


1977 


1978 


i979 










Nunber per person 










ft R 


ft t\ 






9.3 




9.4 


9.4 


9.8 


9.5 


8.6 




9.4 


9.3 


9.9 


9.4 


9.7 


lo.o 


10.0 


9«8 


8.0 


8.0 . 


* 8.8 


8.9 


8.9 


9.4 


Q Q 
0.0 


7.1 




O A 

9.4 


8.7 


. 7.2 


9.;3 


8.6 


8.2 


9.8. ' 


9.1 


8.6 


8.8 


8.2 


9.8. 


10.3 


10.9 


10.8 


10.7 


12.1 


11.6 


10.1 


■12.1 


11.6 


'\ ft 


'\ ft 


A 1 


4.0 


4.0 


4.2 


4.2 




4.5 


'4.2 


4.0 


4. D 


A 'X 
4. J 


4.1 


4.5 


4.0 




A ft 


s n 


4 7 


3.5 


3.6 


3.9 


4.0 


^ 3.8 


4.2 


4.0 


3.9 


4.3 


4.0 


3.8 


' 3.1 


3.6 


3.6 


3.5 


4.0 


3.8 


3.7 


3.6 


3.5 


4.0 


• 4.0 


4.7 


4.3 


4.1 


5.3 


4.7 


4.5 


5.1 


5.0 








Nunber per 


100 j>er sons 










204.1 


209.8 


220.9 


^199.6 


^174. 2 


^199.1 


218.4 


222.6 


224.2 


222.4 


29^3! 


310.6 


307.9 


280.1 


254.8 


282.6 


30^.7 


315.0 


310.6 


311.4 


43.21 


194.2 


215.1 


196.0 


170.2 


194.7 


215.3 


216.1 


222.3 


221.8 


132.8 


125.3 


144.0 


124.6 


98.3 


123.4 


136.7 


142.2^ 


143.0 


131.9 


103.0 


105.6 


109.2 


98.1 


75.7 


91.3 


105.5 


102. T 


111.0 


115.5 



Restrlcted-actlvlty days 
All ages'-^ 



Uhder 17 years 

17-44 years-^ 

45-64 years ■ 

65 years and over- 



Bed-dlsablllty days^ 
All ages^ 



Under 17 years- 
17-44 years 



45-64 years- 
65 years and over 

Incidence of acute 
conditions 

All ages^ 



Under 17 years 
17-44 years- 



45-64 years 

65 years and over— r 



^ Age adjusted by the direct method to the 1970 civilian nonlnstltutlonallzed population, using 4 age Intervals. 
2a subset of restricted-activity days. , ^ ^ 

3The 1974 estimates are- ar.tlflcially low because of nodlf icatlons in the questionnaire design f^ the 1973 and 1974 
surveys. Since the data are collected on a calendar year basis, the 1973 and 1975 estimates are also partiaUy affected. 

aXRCaS: Division of Health Interview Statistics, National Center for Health Statistics: Data from the National health 
Interview Survey. 
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Table ao.. Cigarette amoking 8t4£j£>3f* peraons 20 years of age tod ever, acxx>raing to sex, race, and age> 

' United States, 1965, 1976, and 1980 * . < \ 

(Data are based on bc^usehold 'ipterviews^ of a ^ftple of the civilian ncninstitutionalized pgpulation) 




Sex 

• 


, race, and age 










Smoking status 








Current smoker^ 






Pormer^rofefer 




1965 




1976 


19802 
m 


' 1965 


1976 


19802 
















* 


\ 


















Percent 


of persons 












■ 


< 












All ages, 20 years and over- 




52.4 




41.9 


38.3 


20.5* 




29,2 




20*'^4' years — 




e 


59.2 




45.9 


40.5. 


9.0 


12.2 


■U.4 




^ 25-34 years— 






^ 60.7 




HO . J 


42.7 


^ U.7 ' 


18.3 


21.1 




35-44 years— 






^ 58,2 




47.6 


42 2 


^ 20 fi 


27.3 


27.6 




45-64 years— 






51.9 




41 1 


40.8 


?4.1 


37.1 


37.2*' 




65 years and 


over 




28.5 




23.0 




AO . X 


44.4 


46.8 






Mhite 




' *» 










• 






^ All aoes. 






51.5 




41.2 


37.6 


/ 21.4 


' 30.0- 


30.4 • 




20-24 yeeurs — 


■ 




58^1 




45.3 


39.6 




13.3 


U.S 




f 25-34 years— 






60.1 




47.7 


41.7 


15.5 


18.9 


22.1 




35-44 years— 


a 




V ^1-1 




AC O 


42.1 


21.5 


28.9 


28.7 




45-64 years— 






51.3. 




40.6 


40.2 


25.1 


38.1 


38.5 




65 years and 


over 




27.1 




22.8 


17.3 


^28.7 


45.6 


49.1 






Biack 




















All aoes 






DU tO 




56.5 ' 


45.1 


12.1 


1Q 1 


20.3/ 




20-24 vears— 






.^7.4^ 




52.8 


^7.6 


.3.8' 


4.1 


10.6 




r 2^34 vteara^ 






68.4 




59.4 


52.6 


6.7 


11.8 


12.7 




35-44 J9ears— 




■ 


67.3 




ft 


42.0 


. 12.3 


13.8 


21.6 




45-64 years— 






57.9 




49.7 


46.5 


15.3 


28.6 


28.4^ 




65 years and 


over — « 




36.4 






28.9 


21.5 


33.0 


28.4 


















« 


: 






c 


TotaJr^'-* 






« 


• 




« 


■u 






All aiges. 


20 years and over — 




34.1 




32.0' 


29.2 




. ^ 13.8 . 


15.5 




20—24 veara-~- 






41.9 




34.2 


>2,5% 


7.3 


10.4 


10.7 




25-34 years— 






i3.7 




37.5 , 


31.4*' 


4i9 


12.9 


14.3 




35-44 years— 






43.7 




38.2 /'^ 


34.6 


9.6 


15.8'' - 


19.1 




45-64 years— 






' . 32.0 




34.8* 


30*. 4 ^ 


4 '8.6 


15.9 


17.0 




65 years and 


over 




9.6 




12.8 


16.7 


4.5 


11.7 


14.8 






White 




4 








JL 








All ages. 


20 years and ovei: — 




34.2 




71 ft 


29.5 


8. '5 


14.4 


16.0 




20-24 yeara-^ 


< 




41.9 




34.4 


33.0 


8.0 


11-4 . 


U.9 




^25-34 years— 






43.4 




37.1 


Jl.D 


lU. J 


13.7 


14.5 




35^44 years— 






4 J. 7 




38.1 


35.6 


9.3 


17 ft 


20.1' 




45-64 years— 


-4- 




32.7 




34.7 


30.2 


8.8 


16.4 


17.3 




^ 65 years and 


over — *^ ^ 




Q ft 




13.2 


17.5 




11 s 


14.9 ^ 




See footnotes 


at end of table. 
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Tabl« is. Ciaarttfce ncklng status of per^]hs 20 ycwrs of age and over, acxnding to iex, race, and age 
^ United States, b€5, 1976; m3 1980— Continued 



(Datia are l>as^ on'housAoW interviews of a*8an|>le'Qf the civilian noninstitutionaliz,ed population) 



r 



Snoking status 



Current smoker' Porroer smoker 



Sex, race, and age 



1965 % 1976' 1980^ 1965 1976 1980^ 



35.1 * 


29.6 : 


J 6,0 


' 9.9 


11.5 


34.9 


31.5 


2.5 


5.0 


1.8 


42.5 


32.9 ' 


6.7 


8.9 


11.2' 


41»3 . 


34.4 


7.P 


9.6- 


13.7 


38.1 


33.7 


. 6.6 


11.9v 


14.3 


9.2 


8.7 


4.5 


13.3 


15.2 



ftlack J Percent of persons ^ 

aIi ages, 20 years and^jovec 34.4 

20-24 years ~ ^ .44.2 

25-34 years — -r- 47.8 

35r44 years — ^ ■ — : 42.8 

45-64 year*^ : ' . ' 25.7 

65 years and over 1 — y " 7.1 

current smoker is a person who lias anoked at least 100 cigarettes and who now snokes; includes occasional s&okers 
2 Based on deit:a for the last 6 months, of 1980 # , \ 

^Base of percent excludes 'persons witih^ftknown smoking status. 

^•Includes all- other races not shoWh Separately. V 

SOIICE: Division of "health Interview Statistics, National Center for Health Statistics: Data fron the National Health 
Interview Survey. ' ^ /• * / 
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Table 31. Cigarettes anoked per day by persons 20 years of .age and over, acxx>rdir)g to sex, race, and age: 
' ^ United Statefigl965, 1976, an^80 ^ 



(Data are based on household interviews of a sonple of the civilian noninstitutiorialized population) . 



Sex, race, «md age 



Total ^'^ 
All ages, 20 years and over- 



20-24 yeare^ 



25^34 years- 
3S-44 years- 



45-64 years- 
65 years and over- 



♦White / 
All age^, 2lt'yE^ar8 and dver- 



20-24 years- 
25^34 year^ 
35-44 years- 



45-64 years- 
65 ypars and over ■ 

Black 

All ages, 20 years ariB over-^ 

20-24 years ^ ■ 

25^34 years ^ 

35-44 years- 



45-64 years 

65 years and over- 



Cigarettes smoked per day' 
i 



Less than 15 



15-24 



25 or more 



32.3 

22.8 

21.3. 

24.6 

44.6 



1965 


1976 


1980^ 


1965- 


1976 


1980^ 


1965 


1976 


1980^ 




c 




Percent of current smDkers^ 








28.3 


.24.2 


23.1 


46.3 


44.8 


42.7 


W.4 


31,0- 


34.1 


34.9 


31.6 A ^ 


N32.0 


49.7 


49.9 


47.8 


15.4 


18.5 


20.2 


25.7 


25.5* 




50.0 


45.8 


46.5 


24.3 


28.7 


29.9 


2.3.7^ 


19.6 


15 X 


44.8 


41.2 


42.3 


31.5 


39.2 


41.9 


26.7^ 


18.5 


21.^ 


. 45.3 


44.1 


36.4 


28.0 


37.4 


42.0 


47.1 


39.1 


29.2 
• 


\ 39.0 


42.7 


46.1 


13.8 


18.2- 


24.7 


25.9 . 


> • 
21.4 


19.1 


46.8 


44.9 


43.6 


27^ 


33.7 . 


37.4 



27.5 
22.1 
17 .-2 
16.2 
37.5 




52.8 
46.5 
40.4 
43.3 
42.2 



50.4 
47.4 
42.1 
37.4 
46.2 



16.9 
26.1 
33.9 
30.0 
15.1 



19.7 
31.4 
42.5 
40.4 
20.4 



22.4 
33.1 
45.1 
45.3 
27.7 



48.1. 


43.8 


48.7 


42.6 


44.8 . 


^ 40.3 


9.3 


11.5 


10.9 

4 


52.7 


56.9 


56)6 


41.9 


34.2 


36.7 


*5.3 


*8.9 


6.8 


47.8 


46.0 


44.4 


41.7 


43.5 


46.2 


10.5 


10.5 


9.6 


42.5 


38.5 


45.6 


45.5 


44.8 


.41.1 


12.0 


- 16.7 


13.2 


46.9 


35.9 


51.1 


43.7 


50.8 


35.0 


9.4 


13.3 




64.9 


53.0 


41.7 


31.9 


47.0 


47.2 


*3.2 


**- 


11.1 



2^24 



Total ^'^ • 
All ,ages, 20 years and over 



^ears 

25-34 years 

35-44 years 

45-64 years 

65 years and over- — — 

* 

White 

' All ages, 20 years and over- 



20-24 years- 
25-34 year&- 
35-44 years- 



45^4 years- 
65 years and over 

See footnotes at end of table. 



ERLC 



43. '6 


36.5 


34.2 


42.2 V 


43.8 


42.0 


' 14.2 


19.6 


23.7 




















^8*4 


43.1 


42.8' 


41.9 


42.4 


41.1 


9.7 


14.5 


16.1 


41.4 


34.3 


' 33.5 


43.1 


45.2 


41.9 


15.5 


20.5 


24.6 


39.1 


33.8 


27.8 


43.7 


.44.4 


39.3 


17.1 


21.8 " 


33.0 


44.4 


34.3 


29.8 • 


42.0 


44.2 


45.9 


13.6 


21.5 


24.2 


62.6 


49.3 


48.9 


31.0. 


38.9 


37.7 


6.4 


11.8 


13.4 


4A*o 


33.2 


30.6 


43.9 


45.2 


43.^ 


* 

15.1 


21.6 


25.6 


45.3 


39.3 


37.4 


44.4 


44.3 


44.1 


10,4 


16.4 


18.5 


37.9 


30.6 


• 28.6 


45.4 


46.8 


44.9 


16.7 


22.6 


26.5 


36.2 


29.5 


24.6 


45.3 


45.4 


39.9 


18.4 


25.1 


35.5 


42.4 


32.0 


26.4 


43.2 


45.1 


47.8 


14.5 


23.0 


25.9 


61.5 


45.7 


48.1 


31.8 


41.7 


37.7 


6*8* 


12.6 


14.2 
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• TdbU 31. Cigirettei «Dked per day by peracM 20, years of age and over, aocjording to sex, race, and age: 

United States, 1965, 1976, and 1980— Continued • 

. L^J * -P , . 

(Data are based on "household"lhtervrews ol i amflk 'ci the civilian noninstituticnalistw] Jxvulatlon^ 



^ Cigarettes Aaoked per day 



Sex, race, and age 



Less than 15 ^ 15-24 25 or nore 



1965 1976 1980^ 1965 1976 19801 1965 1976 1980^ 



Percent of current smokers^ 



Black* 

All ages, 20 years and over- 



67.7 


60.0 


61.1 


26.4 


33.8 


28.9 


./ 


73.4 


65.7 


78.0 


22.1 


31.3 


22.0 


•*4'.5 


66.2 


58.8 


61.9 


25.1 


33.6 


22.0 


8.7 


63.4 


60.4 


55.6 


30.4 


38.1 


35.6 


*6.2 


69.4 


53.2 


53.8 


26.9 


36.7 


34.2 


*3.6 


83.2 


'100.0 


66.3 


*16.8 




34.7 







6.1 10.0 



1 20-24 :«ar8 73.4 65.7 78.0 22.1 31.3 Z2.U -4r.5 *3.0 - 

' 25^34 66.2 58.8 61.9 25.1 33.6 22.0 8.7 *7.7 16.2 

35I44 S^a^ ^ — 63.4 60.4 55.6 30.4 38.1 35.6 *6.2 *1.4 8.8 

45^ - 69.4 53.2 53.8 26.9 36.7 34.2 *3.6 10.1 12.0 
65 years and c^r- 

^Based on data for the last 6 months of '1980. . ^ 

^Base of percent excludes unknown anidunt snoked. \ 

l"^;^isftJS. T^^T^t leist 100 Cigarettes and wt» now ^es; iricludes cxx:asic^ ^rs. 

SOUCE: Division of HeiLth Interview Statistics, National Center for Health Statistics: Data frCrt the National Health 
Interview Survey.* 
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Table 32CT^ena9e cigarette anncing, aooofding to smoking status, sex, and age: United States, 

J ^ . 1968, 1974, and 1979 

. (Data are based on teleEsbone interviews of 8aB(>le8 of the noninstitutionalized population) 



Sex dx^ aige 



Current smoker ^ 



1974 



1979 



smoker 



1974 



1979 



Both sexes, 12-18 years- 
Male 

12-18 years • 



12-14 years- 
15-16 years^ 
17-lS yeara- 



Female 



12-18 years- 



12-14 years- 
15-16 years- 
17-18 years- 



16.x 



Sercent of teenagers 
12.1 • 4.5 



8.5 



6.9 



17.0 


16.3 


11.1 




5.9 


9.2 




8.1* 


4.3 

19.3. 
34.0 


4.2 
18.1 
32.6 


'3.2 
» 14.6 
19.6 




2.7 
5.5 
11.3 


5.1 
12.4 
12.1 




4.0 

10.1 
12.3 


io.o 


15.9 


13.1 




2.1 


7.9 . 




5.8 


1.4 

U.8 
21.0 


5.1 
21.6 
26.4 


4.3 
12.3 
27.0 


/ 


0.7 
3.8 
6.0 


4.7 
9.1 
U.4 




3.4 

5.9 
9-.! 



'a current anoker is a gerson who has aaoked at lee^ 100 cigarettes and who now smokes; includes occasional smpkers. 

\«X«CE: Gre«i, D. E.: Teenage Smoking, iHBcdiate and Lopgffignn Patterns . Chilton Research Services. Contract No. 400-79- 
0010^ Prefwured foe the HaUonal InsMbute of mx^^icfUfif^tvqXaa. U.S. Goverrment Printing Office, Nov. 1979. 
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titSi^. Air poIlutiGn, aooocding to source and type of pollutant! united States, selected years 1970-^79 



(Data are calculated enissions tttinates) 



Type o£ pollutant 
and year 



All 
sources 



Source 



Transpor- 
tation 



Stationary 

fuel 
ccnbustion 





Industrial 
processes 



Solid 
waste 



Other 



Particulate natter 



1970- 
1975- 
197f- 
1977- 
•197S- 
1979- 



21,0 
11.6 
10.6 
9.9 
9.7 
9.5 



Bnissions in 10^ metric tons per year 



1.3 
1.3 
1.4 
1.4 
1.4 
1.4 



7.3 
3.5 
2.9 
2.9 
2.7 
2.5 



10.2 
5.5 
.4.9 
4.4 
4.4 
4.3 



1.1 

0.6' 

0.4 

0.4 

0.4 

0.4 



1.1 
0.7 
1.0 
0.8 
0.8 
0.9 



Sulfur oxides 



1970- 
1975- 
1976- 
1977- 
1978- 
1979- 



28.3 
25.2 
25.9 
25.4 

11^ 



0.^ 

0.8 

0.8 

0.8 

0.8 



21.1 
20.0 
20.7 
20.3 
19.4 
19.6 



6.4 
4.6 
4.4 

4.3 
4.1 
4.1 



(0 

0) 
0) 
0) 
0) 
0) 



0.1 

0) 
0) 
0) 
0) 
0) 



1970- 
1975- 
1976- 
1977- 
1978- 
1979- 



Nitrogen oxides 



Hydrocarbons 



1970- 
1975- 
1976- 
1977- 
1978- 
1979- 



19.1 
20.2 
21.8 
22n^4 
22.7 
22.6 



27.7 
?3.4 
24.4 
24.4 
25.4 
24.6 



7.2 
8.6 
9.0 
9.1 
9.4 
9.2 



12.1 
10.2 
10.1- 
9.8 
9.5 
8.8 



10.4 

10.7 
U.7 
12.2 
12.2 
12.3 



0.3 
0.2 
*0.2 
0.2 
0.5 
0.2 



0.8 

0.8 
0.8 



10.3 
9.8 
10.7 
11.2 
12.3 
12.4 



0.4 

0.1 

oa 

0.1 
0.1 
0.1 



1.8 
0.9 
0.8 
0.8 
0.8 
0.8 



0.3 
0.1 
0.2 
0.2 
0.2 
0.2 



3.2 
2.3 
2.6 
2.4 
2.6 
2.4 



1970- 
1975- 
1976- 
4?77- 
1978- 
1979- 



Carbon nonoxide 



112.9 
98.0 
99.4 
96.4 
94.9 
91.4 



88.7 
81.6 
81.4 
79.7 
78.6 
74.5 



1.8. 

1.6 

1.6 

1.7 

1.8 

'1.-9 



ft.O 
6.9 
6.6 
6.6 
6.3 
6.3 



6.4 

3.1 
2.7 

2.5 
2.5 



7.0 
4.8 
7.1 
5.8 
5.7 
6.2 



^ay^ions of less than 50,000 metric tons pec year. 



ons in methodology and use of more refined anission factors, daU from this table should not 
thf united States, 1980 . - 



NOTE: Because of modifi 
be cQMpared %#ith data in 

sdw^ MOTitocing and Data Analysis Division: Rational Air Pollutant Baisfio" Estimates, 1970-1979 . H>Ar 450/4-81-010 . 
U.S.^vironwntal Protection Agency. Research Triangle Farx, H^. Mar. 1981. • [ 
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MbU 34. Physician visits, aooocding to source cc place of care and selected patient c^acteristics: 

United States, 1974 and 1979 

(Data are based on household interviews of a saBi^e of the civilian noninstitutionalized population) 

Source cx place of care 

; ' 

All omirn^ ' Doctor's offic^ Ho^ital 

Characteristic ^,?i^Sf ^ ^^^^ outpatient Telephone 

) or places practice dQArtroent^ 



-p 1974 1979 ia74 1979 1974 1979 1974 1979 



Age 



tMer 17 years- 
17-44 y«y^r- 



65 years yid over — 



Male — 
Fenle- 



Race3 



Mhite- 



Black- 



Fasdly incase^* 



Less than $7,000- 

$7,000-$9,999 

$10,000-514,99^ 
$15,000-$24,999— 
$25,000 or nore— 



Geographic region^ 



Northeast 

North Central- 
South 

West 



Location of residence^ 



(fithin 
Outside 



4,921.0 



4,140.7 
4,809.8 

'5,517.5 
6,730.8 



5,010.8 
4,770.8 
4,703.4 
5,432.5 



5,162.2 
4.390.6 



4,699.8 



4,140.0 
4,470.3 
5,230.3 
6,349.1 



4,982.1 
4,502.2 
4,494.4 

5,036.8 



4,867.0 
4;336.2 



Visits per 1,000 population 
3,376.6 3,175.4 585.0 



2,570.1 
3,248.5 
4,088.0' 
5,091.5 



2,601.5 
3,069.8 
3,617.6 
4,589.9 



509.4 
648.8 
591.4 
585^ 



618.8 



535.6 
588.1 
762.7 
709.4 



612.8 603.5 



766.3 
532j5 
508.9 
618.9 



3,219.9 
3,343.8 
3,263.6 
3,853.2 



3,462.1 
3,189.2 



3,141.2 
3,147.2 
3,082.0 
3,433.4 



3,231.2 
3,052.9 



691.6 
474.4 
586.9 
606.2 



642. *9 
457.7 



790.2 
553. B 
555.4 
627.1 



674.3 
500.4 



673.1 
681.7 
511.7 
609.4 



691.8 
439.0 



756.4 
496.7 
508.9 

'^693-. 3 



4,314.6 


4,114.6 


2,905.8 


2,723.4 . 


596.2 


654.5 


481.2 


454.8 


5,476.2 


5,236.0 


3,812.6 


3,581.9 


574.3 


591.7 


731.0 


740.8 


4,993.2 


4,764.3 


3,458.5 


3,278.9 


528.8 


556.4 


666.6 


650.1 


4,688.8 


4,538.0 


2,932.5 


2,641.3 


1,064.6 


1,110.5 


*284.8 


348.5 


5,305.3 


5,358.2 


3,235.9 


3,141.6 


994.4 


1,128.4 


484.4 


543.9 


4,871.7 


5,139.7 


3,248.? 


3,445.3 


818.4 


790.9 


467.2 


570.5 


5,065.1 


4,582.1 


3,536.2 


3,035.9 


587.5 


618:1 


556.4 


631.5 


4,764.4 - 


4,624.6 


3,325.7 


3,253.5 


^14.2 


519.3 


662.5 


637.4 


5,162.6 


4,658.3 


3,649.2 


3,349.9, 


435.8 


425.4 


737.0 


624.1 



713.1 
609.4 
510.8 
639.8 



631.0 
545.2 



^Includes all o^hv sources or places of care not shown SQ>arat^y. 
^Includes hospital outpatient clinic or emergency room. 

adjust^ by the direct aethod to the 1970 civilian noninstitutionalized population, using 4 age intervals, 
includes all other races not shown separately^ 
^Includes mknown fasdly inoone. 

^«dly inocM categories for 1979. Cc^re^xanding inocne categories in 1974, adjusting for inflation, were: less than 
$5,000; $5,00(K$6,999; $7,000-$9,999; $10,000-$14,999; and $15,000 or mce. 

9CKXB: Division of Health Interview Statistics, National Center for Health Statistics: Data froro the National Health 
Interview Survey. 
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Mole 35. InUrval iiiKJe last physician visit, aocX)rcling bo selected patient rfiaracteristics: United States, 

1974 and 1979 

(Data are based en household interviews of a saiqple of the civilieui noninstitutionalized population) 



Characteristic 



Less than 
1 year 



Interval since last physician visit 



1 year-less 
than 2 years 



2-4 years 



5 years 
or VBOce 



Total 
Age 

Under 17 year& 

17-44 years 

45-64 i^Sp 



65 ^eex^^^ 
Sex' 



ever- 



Male — 
FcKle- 



Vtiite- 
Black- 



Pzoily inocne 



Less than $7,000- 
$7,000-$9,999- 



$10, 000-$ 14, 999- 
$15,0OO-$24,999- 



$25,000 or more — : — 
Geographic region' 



liortheast 

fiorth Central- 

douth 

West- 



Location of residence' 



Withio 3& 

cxitsidie acfr- 



1974 


1979 


1974 


1979 


1974 




1979 


1974 


1979 



























Percent of population 










/D.J 


7^ 1 
/ D* 1 


in 7 


ii.i 


9.5 




9.1 


3,8 


3.4 












N 








74.2 


75.6 


13.3 


13.7 


8.8 




7.4 


2.5 


1.7 


76.5 


74.2 


10.3 


11.2 


9.5 




10.3 


3.0 


3.1 


73.9 


73.6 


8.9 


9.3 


io.9 




10.4 


5.7 


5.6 


77.2 


79.8 


6.7 


5-7 


8.9, 




7.8 


6.7 


5.9 


71.3 


70.8 


11.7 


12.2 


11.6 




11.2 


4.5 


4.4 


78.9 


78.9 


9.1 


10.1 


7.6 




7.2 


3.1 


2.6 


75.9 


75.3 


10.4 


11.0 


9.4 




9.1 


3.6 


3.3 


72.0 


74.7 


11.7 


11.3 


10.1 




8.5 


5.0 


3.6 



74.3 


75.7 


10.2 


10.2 


10.0 


8.8 


4.5 


3.9 


73.7 


73.5 


10.5 


11.6 


10.4 


9.7 


4.6 


3.9 


74.4 


74.4 


10.6 


10.8 


10.3 


9.9 


4.0 


3.9 


75.4. 


76.2 


10.9 


10.8 


9.5 


9.1 


3.7 


3.1 


77.9 


76,9 


10.4 


11.4 


8.5 


8.2 


* 2.7 


2.5 



76.7 


76.3 


10.4' 


10.6 


8.8 


8.5 


3.5 


3.4 


75.2 


75.5 


10.2 


10.7 


10.2 


9.1 


3.6 


3.2 


74.4 


73.9 


11.3 


11.8 


9.3 


9.3 


4.1 


3.6 


75.3 


75.1 

• 


10.4 


11.0 


9.7 


9.4 


3.6 


3.4 


76.4 


75.7 


10.2 


11.0 


9.1 ^ 


8.7 


3.5 


3.3 


72.8 


73.7 


11.6 


11.3 


10.4 


10.1 


4.2 


3.8 



'Age adjusted by the direct aethod to the 1970 civilian noninstitutionalized papulation, using 4 age intervals. 
^Includes all other races not shown separately. ♦ ^ 

includes trtcnoi« foaily inooae. ^ . ^ 1 

baldly inooK dttegories for 1979. OMrrespondii^ income categories in 1974, adjusting for inflation, were: less tnan 
$5,(J00; $5,00O-$6,999; $7,000-$9,999? $10,000-$14,999; and $15,000 or more. 

gOUCE: Division of Health Interview Statistics, rfJational Center for Health Statistics: Data fron «e National Health 
IntK^view Survey. 
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Table 36. Office visits to physiciams, aooording to physician specialty and selected patient characteristics: United States, 


1974 and 1979 










^ (Data are based on reporting by a sai^e ot office-based physicians) 
























f 

/ 

/ 










— - 










Specialty 










Characteristic 


All specialties^ 


General and 
faBiily practice 


Intern^ Obstetrics and 
loedicine gynecology 


Pediatrics 


General 
surgery 








1974 


1979 


1974 


1979 


1974 1979 1974 1979 


1974 1979 


1974 


1979 
















Visits per 1,000 population 












Total^ 


2,762.9 


2,558.4 


1,157.6 


864.9 


300.6 296.1 220.7 215.2 


239.5 328.9 


179.9 


151.2 






Age 






















Uhder 15 years 

15-44 years 

45-64 years 

65 years and over 


1,981.0 
2,653.9 
3,374.2 
4,259.6 


2,035.1 
2,385.8 
2,974.0 
3,968.7 


708.2 
1,113.8 
l,511.a 
1,912. Q 


560.5 
832.6 
1,071.0 
1,474.1 


24.5 43.2 23.9 6^ 
223.1 197.2 436.4 ,443.0 

540.8 546.6 146.7 137.0 

941.9 935.8 59,3 48.5 


793.3 1,058.3 
23.5 50.4 
1.1 8.9 
2.3 3.7 


^^69. 5 
180.9 
281.4 
288.1 


'53.4 
148.4 
245.0 
255.1 




t 


Sex2 






















Male 

Fen&le 


2,332.3 
3,155.7 


2,149.9 
2,933.1 


983.6 
1,313.8 


730.4 
985.3 


269.0 266.4 13.5 1.5 
328.2 322.1 413.9 416.3 


247.2 332.1 
231.6 325.4 


160.4 
197.1 


142.5 
159.4 






Raoe^^ 






















wKite 

m other 


2,870.0 
2,^.4 


2,670.2 
1,868.7 


1,187.9 
1,007.8 


880.8 
784.1 


307.8 310.5 227.4 221.4 
247.8 186.9' 184.1 174.2 


258.1 355.1 
148.0 207.5 


191.4 
103.8 


155.9 
115.2 






^Includes other ^peciedties not shown separately. 

^Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals. 

change in the coding procedure foe racial categories in 1979 may be partially responsible for the drop in office visits tot the all other racial gra^. 






tens: Rates are based on the civilian noninstitutionalized population, 


excluding Alaska and Hawaii. 












SOURCE: Division of Health Care Statistics, National Center tor Health Statistics: Data frcn the National Anbulatory Medical Care Survey. 
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Mole 37, Office visits to physicians, aooording to selected characteristics: United States, 1974 and 1979 
(Data are based on reporting by a sanple of office-based physicians) 



Selected 
characteristic 



Patient's 
first 
visit 



1974 1979 



Office visit 



Visit ' 
lasted 10 
mihlites 
or less* 



1974 



1979 



Return 
visit 
scheduled 



1974 



1979 



Total^ 



15.6 



16.2 



Percent of visits 
51.4 48. G 



57.2 



59.7 



Age 



Under 15 yearsr- 

15-44 years 

45-64 years- 



65 yeus and over- 



Sex ^ 



Male-7- 
Fooale- 



Bace^ 



All other- 



Location of 
physician's office^ 



Within 9CA— 
Outside SMSA- 



16.0 
19.0 
12.3 
7.5 



17.4 
14.8 



/15.2 
19.8 



15.9 
14,9 



15.8. 
19.5 
13.1 
10.2 



17.9 
15.4 



15.9 
IB. 6 



16.9 
14.2 



57.9 
51.2 
46.4 
43.2 



51.8 
51.0 



51.4 
51.5 



47.1 
64.2 ^ 



58.2 
47.7 
39.0 
37.6 



48.3 
47.8 



47.9 
48.7 



45.6 
54.7 



47.6 
57.5 
64.1 
69.7 



54.6 
58.5 



•57.1 
58.0 



59,5 
49.9 



49 .B 
60.5 
^5.6 
73.0 



56.5 
61.4 



59.5 
61.3 



61. 
53. 



'Ti«e ^pent in face-to- face contact between physician and patient. 

2Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals. 

NOIE: Rates are based on the civilian noninstitutionalized population, excluding Alaska and Hawaii. 

aXICE; yDtVision of Health Care Statistics, National Center for Health Statistics: Data from the.^National ArtxOatory 
MeidicaljCare Survey. * . . 
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Table 38. Dental visiu and interval since last visit, acxording to selected patient characteristics: 

United SUtes, 1974 and 1979 

(Data are based on hoMsehold interview of a saople of the Q^vilian nonin&titutiona^ized population) 



Characteristic 



Visits- per 1,000 
population 



Interval since last dental visit 



Less than 
1 year 



1 year- less 
than 2 years 



f2-4 years 



5 years 
or more 



Never 
visited 
dentist 



1974 



1979 



1974 



1979 1974 1979 1974 1979 1974 1979 1974 



Total 



Aqe 



Urxfer 17 years 

17-44 years 

4S-64 years 

65 years and over- 
Sex^ 



Male — 
Pewale- 



Ra(5ei 



Vtiite- 
Black- 



Fanily inoaiie 



t,4 



Less tteffi $7,000- 

$7,000-$^9,999 

$ 10,000-$ 14, 999— 
$15,000-$24,999— 
$25,000 or more— 



Perc^t of , population 



rc^ 



1,^50.0 


1,696.3 


49.3 


50.2 


10.9 


12.8 


13.9 


12.2 


13.4 


12.8 


u.o 


10.7 


1,604.3 


1,611.9 


49.9 


50.9 


9.6 


10.5 


7?1 


6.2 


1.3 


1.7 


30.6 


. 29.6 


1,732.9 


1,724.3 


55.7 


54.7 


13.5 


16.6 


17.6 


15.7 


9.6 


9.4 


2.0 


- 2.0 


1,789.1 


l,91JLg 


46.7 


49.0 


^10.0 


11.9 


17.6 


14.8 


23.7 


22.0 


' 0.7 


0.8 


1,187.0 




28.5 


32.8 


6.9 


7.6 


15,4 


13.7 


47.6 


43.7 


0.8 


0.7 


1,497.0 


1,556.1 


47.2 


48.2 


10.8 


12.9 


15.0 


. 12.8 


14.0 


13.6 


11.3 


11.0 


1,794.2 


1,829.1 


51.2 


52.0 


10.8 


12.7 


12.9 


11.6 


12.9 


12.1 


10.7 


10.4 


1,754.9 


1,797.7 


'51.6 


52.5 


10.6 


12.4 


13.2 


11.5 


U.l 


12.3 


10.1 


10.0 


929.8 


1,036.6 


32.9 


34.1 


12.3 


15.2 


19.0 


17.5 


17.^0 


16.6 


16*7 


14.7 



1,191.3 
1,164.1 
1,380.4 
1,608.5 
2,260.1 



1,260.9 
1,^35.3 
1,323.0 
1,850.9 
2,356.6 



36.4 
38.2 
42.0 
50.2 
62.9 



37.9 
38.5 
43.9 
53.6 
65.4 



-10.5 
12.0 
11.6 
11.1 
10.2 



12.7 
13.4 
13.8 
13.0 
11.8 



16.4 
17.1 
16.3 
14.4 

/l0.8 



15.1 
15.6 
14.2 
11.8 
8.4 



18.4 
16.6 
14.8 
12.4 
8.4 



18.5 
16.9 
14.3 
10,7' 
6.6 



17.0 
♦14.8 
■*13.8 

no. 7 

*6;3 



14.8' 
♦14.4 
*12.9 
*9.8 
*6.2 



Geographic region^ 



Northeast 

lUxth Central- 
South 

West 



1,986.8* 2,067.9 54.0 56.0 11.0 11.7 12.4 10.8 12.2 11.9 

1,566.2 1,603.3 51.4 51.^ 9.8 12.5 14.0, 11.7 14.1 13.4 

1,318.5 1,443.3 43.3 44.2 11.6 13.2 14.7 13.6 14.8 14.5 

1,922.5 1,846.9 50.7 51.9 10.9 13.7 14.4 12.2 11.8 9.8 



*8.9 
*9.5 
13.9 

no. 9 



*8.4 
*9.5 
13.0 
*11.0 



Lcxation of residence 



Within aCA— 
Outside 96^ 



1,800.J5 
•1,304.9 



1,868.6 
1,326.9 



51.5 
44.5 



51.9 
46.4 



10.7 
11.1 



12.9 
12.5 



13.5 
14.9 



11.9 
12.7 



12.3 
15.8- 



11.3 
15.8 



10.4 
12.4 



10.4 
11.4 



'Age adjusted by the direct nethot^ to the 1970 civilian nonipstitutionalized population, using 4 age intervals. 
^Includes all other races not shown separately. 

^Includes unknown family incoroe. ........ 

^Faldly incoroe categories for 1979. Corre^powaing income categories in 1973, adjusting for inflation, were: less than 
$5,000; $5, 000-$*, 999, $7,000-$9,999; $10,000-$14,999; and $15,00Q or nore. ^ r 

9CX1CE: Division of Health Interview Statistics, National Center for Health Statistics: Data from theJJational Health 
Interview Sur^-ey. v , 
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Table 39. Discharges fro« and days of care in shoct-sta^ hoept^tJ^ according to type of fioepital and ownership: Uruted States, 19J4 ^and 1979 

(Data are based on reporting by facilities) 



ERIC 



Year and type 
of ownership 



1974 

All ownershipe- 



Goverrment 

Federal 

SUte-local- 
Propcietary — 
Nonprofit 



I 



1979 
All ownerships- 



XSovermeni 

Federal- 

State-local- 
Proprietary- 
Nonprofit — 



1974 
All oi^nershipe- 



Goverment 

Federal 

State-local- 
Proprietary — 
Nonprofit 



1979 . 
All ownerships- 



All 
short-stay 
ho^itals 



Gcnraunity ho^itals 



All other ho^itals 



Total 



General 



Specialty 



Nmber of discharges' 



•Wtal 
"7^ 



General Psychiatric Other 



, .35,103,287 


33,209,621 


32,867,^27 


342,294^ 


1,893,666 


'1,718,090 


133, 7^^ 


41,816 


8^,702 


,7,006,958 


6,961, 198V-^ 


45,760 


1,769,744- 


, 1,703,439 


53,576 


12,729 


* lift 








1,654,718 


1,650,149 




4,569 


' 7,121,984 . 


7,006,958 


6,961,198 


45,760 


" 115,026 


53,290 


53 r 576 


8,160 


2,719,857 


2,658,071 


2,600,499 


57,572 


60,786 




44,622 


16,164 


23,607,728 


23,544,592 


23,305,630 


238,962 


63,136 


14,651 


35,562 


12,923 


37,471,315 


35,329,166 


34,937^.887 


391,279 


2,142,149 


1, '920, 673 


166,602 


54,874 


9,277;755 


7,286,756 


7,243,167 


43,589 


1,990,999 


J 1,909,251 


63,842 


17,906 


1,876,332 








1,876,332 


V 1,866,158 




10,174 


7,401,423 


7,286,756 


7,243,167 


43,589 


114,667 


1 43,r093 ' 


63,842 


7,732 


3,127,538 


• 3,043,67^ 


2,994,042 


69,635 


83,861 




57,930 


25,931 


25,066,022 


24,998,733^ 


24,720,678 


278,055 


67,289 


11,422 


44,830 


11-^37 




• 


Nt^lber of days of 


care 








287,069,332 - 


258,399,572 


255,751,505 


2,648,067 


28,669,760 


^ 25,441,452 


2,685,i43 


543,065 


80,849,812 


54,140,739 


53,595,188 


545,551 


26,709,073 ' 


25,390,400 


1,082,133 


236,540 


25,155,433 








25,155,433 


25,041,313 




114,120 


55,694,379 


54,140,739 


53,595,158 


-^5,551 


1,553,640 


349,087 


1,082,133 


122r420 


19,008,427 


17,948,581 


17,646,173 


302,408 


1,059,846 




880,128 


179,718 


187,211,093 


186,310,252 


184,510,144 


1,800,108 


900,841 
* 


51,T)52 


722;982 


126,807 


295,255,103 


266,530,192 


263,324,322 


3,205,870 


28,724,911 


24,122,033 


' 3,663)623 


939,255 


79,665,394 


53,595,392 


52,865,687 , 


729,705 


26,070,002 


24,077,472 


1,^551,218 


441,312 


23,951,406 








23,951,406 


23,704,124 




247,^2 


55,713,98B 


53,595,392 


52,865,687 


729,705 


2,118,596 


373,348 


1,551,218 


194,030 


21,483,371 


19,970,265 


19,640,453 


329,812 


1,513,106 




1,216,804 


-296,302 


194,106,338 


192,964,535 


190,818,182 


2,146,353 


1,141,803 


44,56i 


896,601 


201,641 



Goverrment 

Federal ; 

State-local — 

Proprietary 

Nonpr of i t ' 

'NOl£: Oomounity 4)0^itals incltiSe all non-Federal sh^t-stay ho(^itals classified by the American Hoqpital Association according to one of the 
following services: generA medical and surgical; obstetrics and gynecology; eye, ear, nose, and throat; rehak;>ilitation; orthopedic; other specialty; 
children's general; children's eye, ear, nose, and throat; children's rehabilitation; children's orthopedic; and children's other specialty. 

SOURCE: Division of Health Care Statistics, National Center for Health Statistics: pata from the Natiional Master f^ility Inv^ktory. 



Tat>le 40. Discharges frcxi and days of cace 



in non-Federal short-stay hospitals, aooording to sex, age, selected first-listed diagnosis, 
and ia» code: United States, 1974 and 1979. 



(Data are based on a sanple of hospital 



records) 



ICDfi codes^ 



Discharges 



Days of care 



^ %ex, ag^aBid ^irst-Pisted diagnosis 



'Eighth Revision 



Ninth Revision 



1974 



1979 



1974 



1979 



Both sexes 



Total^- 



Diseases of the heart* 



Malignant nepplaane- 



Pr ac tur e -* 

Neuroses and nonpsychotic disorders- 
Pneunonia 



Male 



Onder 15 years^- 



Pneunonia 

Fracture '-^ 

Congenital anomalies—; 

Inguinal ^hernia- 

Bronchitis, en^ihyseaui, asthna- 
Intercranial injury 



390-398 , 402 , 404, 
4l!0-414> 420-429 



,140-209 

800^8^ 

300-3O§ 
480-486 



480-486^ 
800-829 



15-44 Wr?^ 
Ffacture ^ 



^Neuroses and nonpeychotic disorders- 
Lacerations ' — 



Sprains and strain»- 



^seases S"€h# heart— ^ ' 

Intercranial injury^ — 

See footnotes at end of table. 



156.2 



390-398, 402 
402,9, 404 
404.9, 410-414 
420-429 



414, I 

} - 
I 



230-234, I 
905.0- 



905.0- 



.740-759 / 
550, 552 
490-493 
850-854 



r 



80Q-829 
300-309 
'870-907 
840-848 

390-398, 402, 404, 
410-414, 4^0-429 

\ 

850-854 



1^208, 

800-829y 
905^ 

'480-486 



480-486 
800-829, 
905,5 
740-159 

490-:l93 
, 850-854 



800-829, 905.0- 

905.5 

300-316 

870-904, 904.02, 
906. a 

840-8^, 905^*7 
390-398, 402.1, 
402.9, 404.1,^ 
404.9, 410-414, 
420-429 
850-854 



N iwb e r p e r 1,0 00 popilatinn 



162.^ 



1,205,2 



l.,158.2 



11.7 


13.0 


129.3 


122."^ 


T.O 


7.9 


92.8 


94.1 


5.5 


5.3 


63.7 


54.0 


4.9 
3.1 


5.2 
3.6 

/" 


45.8 
29.0 


49.4 

27.7 


78.8 
4.8 


80«3 
5.9 


366.9 ' ^ 
2716 


352.4 
1 

30.6 


4.6 


4.0 


29.9 


22.0 


3.4 

3.1 
2.9 
2.6 


3.8 
2.7 
3.7 
2.3 


19.7 
7.9 

12.0 
9.7 


' 22.0 
" 6.^ 
14.9 
5.8 


92.8 


\ 

-97.1 


637.6 


616.5 


6.4^ 


6.6 


'58.2 


51.4 


6.2 


V.4 


52.0 


69.2 


3.8 


' 3.8 


18.4 


17.8 


2.9 




17.7 


21.0 


2.9 


3.1 


24.9 


22.1 


2.3 


2.3 


12.6 


11.1 
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Table 40. Discharges l^ron and days of 



fe in non-Federal short-stay hospitals, apoording to sex, age, selected first-listed diaoncseis. 
and KM code: Uhited States, 1974 and 19797-Continued , - ^ • 

(Data are based on a sanple of hofepital records) 



ICCA codes^ 



Sex, age, and first-listed diagnosis 



i)i8charge8 



Days of care 



Eighth Revision 



Ninth Revision 



— r 

*1974 



1979 



1974 



1979 



Male— Con, 



45-64 years^ 




T 



182,4 



Nunber per 1,000 population 
X > M7 , 0 ir$«T^ 



Diseases of the heart- 
Malignant neoplasms — 



Neuroses and nonpsychotic disorders- 
Inguinal hernia— » — 



Fracture- 
Ulcer 



390-398, 40:2, 404, 
410-414, 420-429 

140-209 

300-309 
550, 552 

800-«29 

531-^34 



390-398, 402.1, 
402.9, 404.1, 
404.9, 410-414, 
420^429 
140-208, 230-234, J 
289.8 / 
300-309 
550 

800-829, 905.0- . \ 
905.5 / 
531-534 



29.4 


33.2 


306.8 


279.6 


12.1 


14.0 


166.8 


161.3 


8.8 


9.6 


79.7 


82.8 


7.8 


6.3 


52.5 


34.3 


5.3 


5.2 


58.0 


51.0 


5.0 


3.6 


44.0 


27.3 



65 years and over^- 



Diseases of the h^^— 



nt neoplaans 

Cerebrovascular disease- 



Hyperplasia of prostate-- 
Pnetncnia 



Fenale 

Under 15 years^ — ^ 

Pneanonia— ^ 

Pr£K:ture — 



Congenital anoRalies- 



Bronchitis, oi^ihysana, ^thna- 
Eye diseases and conditions — 



390-398, 402^ 404, 
41D-414, 420-429 

/ 

140-209 

430^438 

600 

480-486 



480-486 

800-829 

740-759 
490-493 
360-37? 



390-398, 402.1, 
402.9, '404.1, 
404\9,. 410-414, 
420-429 

140-208, 230^234, 

289.8 

430-438 

600 

480-486 ' 



480-486 



905.5 
740-759 
490-493 
360-379 



371.5 



74.9 



410.5 



77.9 



4,273.8 



848.5 



4,287.1 



792.1 



40.1 


48.6 


567.6 


621.2 


22.0 


24.4 


305.3 


307.6 


19.1 


16.5 


220.1 


172,4 


12.5 


13.5 


153.3 


146.0 



See footnotes at end of table. 





64.4 


'64.7 


287.9 


275.5 




3.9 


4.3 


24.0 


22.0 




2.7 


2.1 


16. € 


11./ 




2.4 


, 2.5 


16.4 


13.1 




1.8 


2.3 


8.4 


8.4\ 




1.3 


1.6 


3.6 


















• 







Table 40. Discharges frcw and days of care in non-Federal short-stay hospitals, 'acxx>rdxng to sex, age, selected first-listed diagnosis, 

and I(» code: United States, i574 and 1979— Continued 

(Data are based on a sanple of hospital records) 



Sex, age, and first-listed diagnosis 

I 



ICDA codes^ 



Eighth Revision 



, Ninth Revision 



Discharges 



Days of care 



1974 



1979 



1974 



1979 



Fenale — Con. 



15-44 years^- 



213.7 



r per 1,000 population 



,213.0 



1,129.0 



1,00^.0 



"2SO" 
24.0 
22.5 
56.1 



Delivery— 

OlaKders of aenstruation — ■ 

Beni^ neoplaaos ^ — ^ 

Neyroses and nonpsychotic disorders 

Malignant nepplasns 

Cholelithiasis (gallstones) — * 



45-64 years^ 



Diseases of the heart- 



Mai ignant^ nepp^tsns- 
Benign neoplaass- 



Disorders of nenstruaticn — -- ' — — 
Neuroses and nonpsychotic disordersF— 

65 years and over^ 



Diseases of the tj^t- 



Mali^wit neoplaams • 

Fracture — 

Cerebrovascular disease 

Bye diseases and conditions — 

Rheuoatoid arthritis and osteoarthritis 



650-^62 
626 

210-228 
300-309 

140-709 

574 



390-398, 402, 404, 
410-414, 420-429 

140-209 

210-228 
626 

300-309 



390-398 , 402 , 404, 

410-414, 420-429 

140-209 
800-829 



V27 

625.3, 626 , 627.1 
210-229 
300-316 

140-208, 230-234 
289.8 
574 



67.5 
7.9 
7.2 
6.6 



430-438 
360-^9 

712, 713 



390-398, 402.1, 
402.9, 404.1, 
404.9, 410-414, 

420-429 

140-268, 230-234, 
289.8 

210-229 

625.3, 626, 627.1 
300-316 



390-398, 402.1, 
402.9, 404.1, 
404.9, '410-414, 
420-429 
140-208, 230-234, I 
289.8 / 
800-829, 905.0- 1 
905.5 / 
430-438 
360-379 

714, 715, 720.0, ) 
721 1 



71.1 
7.3 
4.2 
6.2 



269.2 
32.9 
38.2 
63.5 



3.0 


2.7 


28.3 


21,1 


2.8 


2.6 


27.0 


20.6 


193.0 


199.0 


1,712.7 


1,642.3 




17.5 


150.9 


151.8 


14.7 


16.3 


189.0 


188.2 


8.6 


5.7 


59.1 


36.6 


7.6 


6.9 


28.9 


22.2 


5.8 


6.3 


57.9 


57.8 


328.1 


373.6 


3^984.0 


4,109.1 


57.1 


65.1 


709.7 


695.1 


26.9 


31.1 


406.2 


, 429.4 


22.7 


21.3 


409.7^ 


348.8 


21.1 


23,2 


291.7 


299.2 


14.1 




85.4 


70.7 


7.7 


ye. 8 


117.0 


112-1 



il)U9»Btic groupings and code nuiter inclusions are based on the Eighth Rgy^^sio", ^"^^'^"f clonal Classifi cation of Diseases, Ad^ed for Use in the 

United Stiites an d Ninth Revision International Classification of Diseases, Clinical M odification: T" 

3 Age adjusied by the direct ■ethod to fche 1970 civilian noninstitutionaiizeo population, using # age intervals. ^ 

^Includes data foe which sex was not stated for 1974 only. 

^Includes all diagnoses. 

* . ■ ; 

NOTC: Rates are baaed on the civilian noninstitutionalized population. 



SqURCE: Division <^ Health Care*4tati8tic8, Nationali Center for 



Hel^th S 



Statistics: Data from tlA National Hospital Discharge Survey. 



169 



Table 41. Dischargee from and days of care in rm-Feteal short-stay hospitals for all patients and t(X patioits 
with surgery, aooocding to bed size of ho^ital and age of patient: Uhited States, 1974 and 1979 

(Data are based on a saR|>le of ho^ital records) 



Bed size of 
ho^ital and 
age of patien^ 



Dischargee 



All 0 
patients 



1974 



1979 



Days of care 



Patients 
with surgery 



patients 



1974 



1979 



1974 



1979 



Patients 
with surgery 



1974 



1979 



All sizes 



All ages 

Under 15 year& 
15-44 years 



45-64 years 

65 years and over- 



6-99 beds 





All^a^^s*' 

Under 15 year& 
15-44 years- 



45-64 years ' — 

65 years and c^^- 



100-199 beds 
1,2 ' 



All ages 



Under 15 years- 
15-44 years 



45-64 years 

65 years and over- 




Under 15 
15-44 years- 
45-64 years^ 
65 years ami over- 
See footnotes at end of table. 



Nunber per 1,000 population 



156.2 


162.8 


65.5 


66.3 


1,205.2 


1,158.2 


514.0 


490.9 


71.8 
155.2 
188.1 
346.2 


72^.7 
156.5 , 
/196.2 

1^.8.^ 


33.7 
71.0 
80.3 
105.8 


27.8 
72.8 
80.0 
125.4 


328.4 
891.6 
1,701.8 
4,107.0 


314.7 
817.8 
1,604.3 
4,182.5 


137.1 
429.0 
760.8 
1,477.3 - 


115.3 
386.9 
705.8 
1,600.1 



31.6 


^31.0 


9.3 


8.3 


200.8 


181.9 


59.6 


46.7 


14.4 


13.5 


5.6 


' 3.8 


51.8 


43.5 


18.3 


10.6 


28.5 


27.7 


10.2 


9.5 


128.7 


123.5 


52.8 


40.9 


36.9 


36.7 


10.6 


8.9 


259.4 


232.0 


80.6 


57.0 


85.2 


8?. 9 


14.2 


15.0 


830.2 


739.5 


167.4 


157.9 


















27.7 


28.1 


10.9 


11.0 


.194.8 


181.8 


73*8 


71.0 


13.4 


12.0 


5.6 


4.2 


56.4 


46.8 


19.5 


14.0 


28.1 


22.4 


12.7 


12.6 


139.3 


- 126.1 


63.9 


58.5 


30.9 


32.6 


12.1 


.12.7 


258.7 


239.1 


98.9 


96,6 


62.5 


. -69.5 


17.1. 


20.7 


709.7 


702.1 " 


225.2 
* 


240.6 


25.1 


28.8 ' 


U.l 


12.4. 


195.8 


•205.3 


87.3 


90.9 


11.9 


13.4 


6.2 


5.5 


52.9 


s ^55.5 


24.3 


20.1 


25,2 


28.1 


12.1 


13.8 


146.2 


142.7 


74.2 


71.7 


29.6 


32.7 


D.2 


14.0 


272.3 


271.9 


123.4 


122.2 


54.9 


69.4 


17.6 


24.3 


672.3 


779.5 


254.5' 


318.1 



4 
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Table 41. Discharges from ar^ days ot care in non-Federal short-stay ho^itals«£or all patients and for [^ients 
vith^ surgery, aooording to bed size of hoqpital and aga ^ patient: ^ited States, 1974 and 1979— Cent 

(Data are based on a sanple of hospital records) 



Bed size <^ 
hospital and 
age of patient 



Dischar^ 



Days of care 




All 
patients 



Patients 
with surgery 



All 
patients 



Pati^ts 
with surgery 



1974 


197? 


1974 


1979 


1974 


1979 


1974 


1979 








Nunber per 1,000 population 






41.2 


38.2 


19.5 


17.0 


344.1 

Q.9 
250.8 
' 506.0 
1,165.9 


.292.0 


157.8 


D3.0 


18.7 • 
40.5 
51.9 
88.7 


17.7 
36.2 
47.1 
89.8 


9.8 
19.8 
25.4 
34.2 


7.2 
17.8 
21.2 
34.1 


76.5 
198.8 
417.6 
1,066.5 


37.6 
121.4 
244.4 
487.6 


28.3 
98.6 
194.9 
' 461.4 



300k499 beds 
All ages^'^ 



Undp 15 year9- 
4S-64 years- 



65 years and over- 



500 beds or more 
All ages ^ 



Under 15 years- 
15-44 years- — 



} 



45-64 year&^ 
65 years and over- 





36.7 


14.7 


17.7 


269.6 


297.0 
» 


135.5 


149.3 


13.4 


16.1 


6.6 


71^1 


80.4 


92.3 


37.3 


42.3 


32.9 


37.2 


16.3 


19.1 


226.7 


'226.8 


U6.7 


U7.3 


38.7 


47.1 


19.1 


23.3 


405.3 


443.7 


213.5 


235.1 


54.9 


74.2 


22.8 


31.4 


^729.0 


894.8 


342.6 


422.1 



Includes aige not stated. ^ 
^Age adjusted by *the direct method to the 1970 civilian noninstitutionalized pqpulation, using 4 age intervals. 

NCTTBS: Excludes newborn infants. Rates are based on the civilian noninstitutionalized population. 

SOUCE: Division o^Health Care Statistics, National Center for Health Statistics: Data iMn the National Hospital 
, Discharge Survey. % ' ' 
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Table 42. Dischargee fron and days of care in short-stay hospitals, aooording to selected diaracteristics: 

United States, 1974 and 1979 

(Data are based on house h old interviews of a sanple of the civilian noninstitutic^ized population) 



Characteristic 



Discharges^ 



Days pf care^ 



1974 



1979 



1974 



1979 



Ttotal 



2,3, 4_ 



Under 17 year&- 
17-44 years- 



4S-64 years 

65 years and over- 



Age 



125.7 



68.7 
115.9 
174.0 
254.1 



NuBber per 1,000 population 



121.6 



64.4 

108.9 
166.3 
269.9 



1,110,9 



396.0 
887.6 
1,780.2 
2,968.3 



997.4 



357.7 
749.7 
1,562.1 
2,916.6 



Sex' 



Male — 
Fenale- 



123.3 
128.6" 



117.2 
126.1 



1,214.5 
1,020.0 



1,038.9 
961.6 



Race^ 



Whrte- 
Black- 



Family inccroe 



1,5 



126.0 
127.8 



120.9 
137.3 



1,072.4 
1,475.5 



957.3 
1,426.2 



Less than $7,000- 

$7,000-$9,999 

$10,00Q-$14,999— 
$15,000-$24,999— 
$25,qpO or more- 




Geographic area 



itral- 



160.9 
141.8 
137.3 
118.7 
102,7 



107,9 
133.7 
139.8 
114.2 



163.0 
139.2 
127.4 
110,1 
107.2 



108,9 
126.5 
138.2 
100.8 



1,717.3 
1,218.7 
1,130.1 
1,062.1 
805.9 



1,074.3 
1,166.4 
1,199,6 
922.8 



1,490.0 
1,^.8 
1,101.4 
808.7 
808.1 



978.9 
977.9 
1,143.7 
779.1 



Location of residence^ 



Within 



Outside 



116.1 
147.0 



114.1 
fcl37.7 



1,096.0 
1,142.9 



974.1 
1,049.5 



^Excluding deliveries. 

^A^e adjusted by tte direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals. 
^Includes all otim races not shown s^iarately, 
^Includes ixiknpwn family i n c ane . 

^Family InQome categories for 1979. Cc»: responding income categories in 1973, adjusting for inflation, were: less than 
$5,000? $5,000-$6,999; $7,000-$9,999? $10,000-$14,999; and $15,000 or more. 

SOURCE: Division of Health Interview Statistics, National Caiter for Health Statistics: Data from the National Health 
Interview Survey. 




Table 43. Operations for inpatients discharged frcro non-Federal short-stay hospitals, according to sex, age, leading surgical category, 

and IC» code: United States, 1974 and 1979 

(Data are based on a sanple hospital records) 



ICCA codes 



Operations 



Sex, age, and leading surgical categatfy 



Eighth Revision 


'Ninth Revision 


1974 


1^92 


1974 


1979^ 






NiniDer 


in 


Nunber per 1,000 






thousands 


population 






19,268 


21,187 


91.2 


' 93.7 


A1-A2 




1,023 


1,328 


4.8 


5.8 


,70.3-74.7 


69. (Jl,. 69.09 


1,043 


J> 994 


4.9 


4.3 


69.1-69.5 


68.3, 68.7 • 


695 


^ *639 


3.2 


2.7 


21.1-21.2 


41.2-28.3 


, 808 


500 


4.1 


2.5 


38.2-38.3 


53.0-53.1 


524 


500 * 


2.6 


2.3 








• 






• • • 




1,317 


1,092 


47.4 


4z. / 


21.1-21.2 


28.2-28.3 


296 


152 


lU.O 


£ ft 


■17.0 


20.0 


111 


lie 
115 




1 4.D 




JS mV^JJ . 1- 


01 

yL 


/D 




3.0 


^82.0 


79-. 0 


73 


44 




1.7 


41.1 


47.0 


57 


43 


2.1 


1,7 


• • • 




2,458 


2,902 


56.8 


60.2 


38.2-38.3 


•53.0-53.1 


112 


122 


2.6 


2.5 


86.5 


80.6 


80 




1.8 


1.9 


41.1 


47.0 


. 88 


97 


•2.0 


2.0 


92.5 


86.5 


78 


89 


1.8 


1.9 


A1-A2 ' 




73 


91 


1.7 


1.9 










i 




• • • 




1,963 


2,186 


96.1 


105.2 


' 381L2-38.3 


53.0-53.1 


163 


138 


8.0 


6.7 


A1-A2 


(6) 


121 


' 177 


5.9 


8.5 


30.2 


37.2 


67 


118 


3.3 


5.7 


58.1-58.3 


60.2-60.6- 


70 


71 


3.5 


3.4 


. 92.1-92.2 


86.3-86.4 


• 63 


y 52 


3.1 


2.5 



ERIC 



Both sexes^ 



Total 



Biopsy 

Dilation and curettage of uterus 

Hysterectaiy ^ 

Tonsillectooy with or without adenoidectcny^ 
Repalr of inguinal hernia 



Male 



IMer 15 years^- 



Tonsillectony, with or without adenoidectcniy — 

Myringotoii^- • 

Repair <rf inguinal hernia 

Closed reduction fracture without fixation- 
A p pendec t aiy* 



15-44 years^ 



Repair of inguinal hernia 

Excision of aemilLiiar cartilage of knee joint- 

Appendectony % 

Suture of skin or auoous menbrane- 

Biopsy 



45-64 years^- 



Repair of inguinal hernia- 
Biopsy- 



Cardiac catheterization — 

Prostatectcny 

Excision of lesion^ of skin and siixxitaneous tissue — 

' See footnoted at end 6f table. 



} 



173 



X2A. 



/ 



175 

ERIC 



Table 43. Operations for inpatients discharged froB nort-Federal short-stay ho^itals, according to sex, age, leading surgical category, 

and lOA code: ttiited States, 1974 and-1979-Ccntimied 

(0£^ta are based on a sanple of hospital ^reocnrds) 



Sex, age, and leading surgical category 



Male— Con. 
65 years and over^ 



ProetatectoBy- 
Biops^ 



4- 



Repair of inguinal hernia- 
Extraction of lens- 



Local excision and destruction of lesion of bladder- 



Under 15 years 



Female 

4 ■ J 



Tonsillectcny, with or without adenoidectoray- 
Myringotony^ 
Appendectcny' 



8_ 



Dilation of urethra- 



Closed reduction of fracture without f ixation- 
Adenoidectony without tonsillectany 



lS-44 years^- 



Oilation and curettage of uterus- 
Hysterectony 



Cesarean s^ectiorv^ 

Ligation and division of fallo[4an tubes, bilateral- 
Biopsy- 



OophcMrectaay, salpingcJ-oophorectony- 
4S-64 years^ 



Bxopsy^^ — ; 

Dilation and curettcige of ut^us- 
Hystertetony- 



OophorectOBy, salpingo-oophorectony^ 
Cholecystactcny ; 



See footnotes at end of table. 



lODA codes* 




Operations - 




Eighth Revision 


Ninth Revision 


'1974 


1979^ 


1S74 


1^79^ 






NiXDber in 
thousands 


Ncnber per 1,000 
population 


■ ■ ■ 




1,425 


2,000 


165.4 


207.6 


58.1- 58.3 
A1-A2 

38.2- 38.3 
^14.4-14.6. 
56.1-56.? 


^60.2-60.6 

53.0- 53.1 

13.1- 13.6 
57.49-57.50 


179 
1^ 

77 
43 

1 


218 
217 
' 112 
108 
56 


20.9 
13.6 
10.6 
• 6.9 
5.0 


22.6 
22.6 
11.6 
, 11.2 
5.8. 

< 


"0 




979 


759 


36.7 


.30.9 


, 21.1-21.2 
17.0 
41.1 
57.5 
^82.0 
21.3 


28.2-28.3 

20.0 

47.0 

58.6 

79.0 

28.6 


287 
82 
44 
42 
41 
28 


161 
87 
36 
22 
23 
31 


10.7 
3.1 
1.7 
1.6 
1.6 
1.0 


6.6 
3.5 
1.5 
0.9 
0.9 
1.3 






6,448 


6,889 


^ 140.2 


135.8 


70.3, 74.7 
69.1-69.5 

77.0-77.9 


69.01, 69.09 
68.3-68.7 
74.0-74.2, 74.4, ) 
74.9 ] 


703 • 
418 

285 


' 704 
407 

592 


15.3 
9.1 

6.2 


13-9 
8.0 

11.7 


DO . 3 

A1-A2 
67.2-67.5 


66.2, 66.3 
65.3-65.6 


321 
296 
247 


% 599 

287 
267 


7.0 
6.4 
5.4 


•'11.8 
5.6 
5.3 






3,064 


3,074 


136.5 


135.5 


A1-A2 
70.3, 74.7 

69.1- 69.5 

67.2- 67.5 
43.5 


69.01, 69.09 
68.3-68.7 
65.3-65.6 
51.2 


.254 
290 
236 
163 

XXI ^ 


294 
247 
187 
149 
109 


^%.3 

12.9 
10.5 
7.2 
5.2 


12.9tf 

10.9 
V 8.2 
6.6 
4.8 
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Table 43. Operations for inpatients. discharged fron non-Federal short-stay ho^itals, according to sex, age, leading surgical category, 

and lCCA<?ode: United States, 1974 and 19]|79— Continued 

(Data ^e leased on a sarple^of hospital records) / • 



'Sex^ age, and leading surgical category 



ia3A codes^ 




Operations 




r — 

Eighth lievision Ninth Revision 


1974 


19792 


.1974 


19792 


. \ . . - . 


Nunber in 
thousands 

1,605 


2,286 


Nunber per 1,000 
* ^population 

-^132.0 " 166. 5 


A1-A2 ' ' ■ (6) 
7l4. 4-14.6 13.1-13.6 
782.2' 78.5, 79.;, 79.3 
'43.5 5U2 
92.1-92.2 . 86.3-86.4 
70.3, 74.7. ' 69.01, 69.09 / 


133 * 
117 

52 

41 

45 ^ 


• 222 
198 
'116 
11 

39 


10.8 
10.9 
9.6 
4.3 
3.4 
3.7 


16.1 
liA 
8.4 
5.6 
. 3.4 
2.8 



Fanale— Con. 



65 yea^s antf over^- 



Biopsy- 

Extr^ion of lens- 



Reduction of fracture with fixation ' — — 

Cholecystectomy ^ 

Excisidn of lesion of skin and subcutaneous^ftrssue — 
Dilation and curettage of uterus-^^ '■ = — 



United 



4si«icSl groupings and ocjde nurtber ir»lusions ire based on the Eighth Revision International Classificat ion of Diseases, Ad^ed for Use in thgl 
• st /tes and the Ninth Revision International Classification of SIs eases. cxinicaL Hoditication. ^ , r«.ra^i«>fi in 

3ln there was an approxinate 460,006 Increase in o perations becafee o£ the coding 4 ope^ions per discharge, ccnpared with 3 operations in 

1970—78 ' ~ ^ " ? ^ 

^Age adjusted by the direct metixxJ to^the 197.0 civilian noninstitutionalized population^ using 4 age intervals. 

^InclMes operations not listed in table. ' - • 

'CXda^^^V^fo-f^'^f^S^^^^ 04.11-04.12; OS.'ll; 06:n-06.13; 07.11-07.17; o| U; 09 .11-09 12; 10.21; 11 22; 12.22 

li m. 91. ifl 19. ?n 21 22. 22 11- 24 11-24 12; 25. 01^25.02; 26.11; 27.21-27.24; 28.11; 29.12; 31.43-31.44; 33.24-33.27; 34.23-34.27 
3^24-37^5 '38 2i -4G.n; 41.3^4^^ 45.2^45.27;-48.24-48.26; 49.22-49.23; 50.11^.12; 51.12-^1.1^ 52 11-S2.12 

54'22-54?23; 15:23-55.24; 56.32-56.31; 57.33-57.34; 58.23-58.24 ; 59.21; 60.11-60.15; 61.11; 62.W-62.12; 63.01; 64.11; 65.11-65.12; 66.11 
67.11-67.12; 69.13-68:14; 70.-23-70.24; 71.11; 76.11; 77*40-77.49; 80.30-80.39; 83,21; 85.11-85-12; 86.11. 



J— /U.^*t, rX.XX, ,,m^^f WW . , . 

^Tliese codes are modifications of ICDA codes for u* in the National Hospital Discharge SufVey. 
•Limited to estiimated nui4)er of af^pendectonies, excluding those performed incidental to other, ^xaominal surgery. ^ ^, s 

NOre: Excludes' ne^r^ 'infants. Rates are based on the civilian noninstitutionalized population. * ^ • 

" SOUICB- Divi'sion of HeallJf^Care Statistics, National Center for Health Statistics: Data fron the Nartional Hospital Dischaige Survey. 
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Table 44. Nu9ing ^xxe residents, acjoording to^elected functional status and age: JJnited SUtes, 1973-74 and 1977 

(Data are based on a sasple of nursing hcAes) 



Functional status^ 



X • 

1973-74^ • , 1977 
X:-^ 



All l^ider 65 65-74 75-84 85 years All Under 65 65-74 75-84 85 years 

ages years - <» years years ar\6 over ages years years years and over 



^ , " I Nunber of residents 

^ All residents . -1,075,800 114,300 163,l00 38^1,900 413,600 1,303,100 177,100 211,400 46^Jif^449,90^ 

^ - • '* .5 Percent distribution > 

'^^^^ ' ^ 100.0 100. 0 100.0 100.0 100.0 inn ft. ^iah q ^ ^qO.O 100.0 100.0 

^Dressing ^ 



Independent- • 

Requires aMistance, includes those who 
do not dress—' 



- Using toilet rooa 



Ii^ependent 
Requires assistance- 



Does not use toilet^rocro- 



Mobility 



Walks independently- 



Walks with assistance- 
Chairfast-r— ^ 

St • — ' — 



, ; Continence ^ 

No difficulty' controlling bowel or bfedder- 

Diff iciilty. oontr6lliog bowel -f 

•Difficulty controlling bladder - ^ 

Difficulty controlling both bowel and 
bladder ^ 



Ostony in either bowel or bladder- 
^See foot;notes at e^)d of tabl§. 



29.3 


34.8 


3^4 


30.2 


25.0 


• 30.6 


, 44.8 


^ 38.8 


27.5 


24.2 


70.8 


65.2 


65.6 


69.9 


75.1 


69.4 


55.2 


61.2 


72.5 


75.8 


47.5 


56.4 


53.6 


48.0 


4^.2 


47.5 


61.8 


^3.1 


45.7 


41.0 


30.8 


21.6 


27.3 


A.5 


34.1 


42; 5 


28.1 


37 ?8 


. 44:7 


48.0 


2i:7 


22.0 


19.1 


♦ 20.5 


23.7 


10.1 


10.1 


9-.1 


9.6 


11.0 


48.6 


5€t.2 


V 

55.4 


49,6 


42.2* 


^ ':33.9 


53.6 


^^43.2 


33.2 


22.5 


20.2 


11.1 


15.5 


28.4 


24.4 


28.8 


15.7 


^21.4 


30.5 


35.6 


26.5 


24.8 


24.9 


25.9 


28.2 


32.0 


25.5 


30,5 


31.5 


35.9 


4.7 


5.9 


4.1 


4.1 


5.2 


5.3 


5.2 


5.0 


4.9 


6.1 


66.2 


72.6 


70.9 


66.8 


61.9 


54.7 


68.0 


62.4 


52.9 


47.8 


iTl 


*0.8 


n.2. 


1.1 


1.2 


3.7 


3.0 


3.7 


4.0 


3.8 


4.2 


2.4 


.4.4 




•4.7 




5.8 


6.5 


9.4 


11.1 


28.1 


23.4 


23.0 


27.5 


,31.9 


25.9 


16.8. 


. 20.6 


26.9 


30.8 


p.4 


♦0.8 


♦0.4 


♦0.4 


*0.3 


6.7 


^6.4 




6.9-# 


6.5 
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Table 44. Nursing ho« residents, according to selected functional status and age: United States, 1973-74 and 1977— Continued 

(Data are based en a san(>le of nursing heroes) 



1973-74 



1977 



Finctional status 



AU 
ages 



Under 65 
yecurs 



65-74 
years 



75-84 
years 



85 years 
and over 



All 
ages 



Under 65 
years 



65-74 
years 



75-84 85 years 
years and over 



Percent distribution 



.Eating 

Ind^sendent"* 

Requires assistance, includes t^^ who are 
tube or intravenously i.ed— 



Vision 



Not lapaired 

Partially iipaired— 
Severely impaired — 

Conpletely lost 

Unknown 



Hearing 



Not ijif)aired 

Partially iii|>aired- 
Severely iiqpaired — 

Co^letely lost 

Unknown '•7- 



67.8 
26.1 

5.1 

1. 



88.4 
9.2 
1.6 

*0.8 



80.3 
17.0 
1.9 
*0.8 



70.0 
25.5 
3.8 
0.7 



^Excludes residents in personal care or domiciliary care hones. 

90UCE: Division of Health Care Statistics, National Center for Health Statistics: Unpublished data from the ftetional Nursing Heme Survey. 



65.2 ' 


67 .'0 


68.1 


66.0 


62.8 


67,4 


^3.8 


72.9 


66.2 


63.5 


34.8 


33.0 


31.9 


34.0 


37.2 


32.6 


26.2 


27.1 


33.8 


36.5 




































75.4 




57.2 


53.5 


70.6 


62.3 


53.8 


• 45.0 • 


67.2 


81.0 


67.9 


33.7 


2K7 


28.8 


35.« 


37.6 


. 19.0 


11.0 • 


13.4 


• 19.6 


24.1 


10.0 


5.0 ' 


6.3 


8.9 


. 14.0 


6.6 


2.2 


3.3 


6.1 


10.4 


2.8 


2.7 


2.6 


2.3 


3.5 


3.0 


2.2 


2.6 


2.6 


3.8 








4.3 


3.8. 


5.3 


3.9 


4.5 






if- 

















55.2 


69.5 


. 87.6 


> 81. 0' 


71.6 


* 54.9 


34.8 ' 


21.7 


6.6 


11.4 


a.2 


33.1 


8.7 ^ 


, 4.3 


*^.4 


1.9 


3.0 . 


. '8.4. 


1.4 


" 0.7 


n;i • 


• *0.7 


*0.6 


♦0:7 • 




3.7 


4.4 


5,P 


3.6 


S.O ^ 
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Table 45. Ifarsxng iKme and personal care bcjae residents 65 years of and over, and nunber per 1,000 population acxx>rding to sex, and r^; 

, United States, 1963, 1969, 1973-74, and 1977 

^ (Data are based on a sanple of nursing hones) 



Sex Race sex Rte 



Year and age Total ' ly^tal 



. othir White ^ 



1963 

65 years and over- 
65-74" years 



75-84 years-^ 

85 y^ars and over- 

1969 







Nunber of residents 








Number per 1,000 population 




t 

445,600 


141,000 


304,500 . . 


431,700 


13,800 


25.4 


18.1 ' 31.1 26.6 


10.3 


89,600 


35,100 


54,500 


84,400 


5,200 


7.9 


6.8 8.8 ' 8.1 


5.9 


207,200 


65,300 


142,000 ^ 


202,000 


5,300 


39.6 


29.1 47.5 / 41.7 


13.8 


148,700 


40,700 


108,000 


145,400 


3,300 


148.4 


105.6 175.1 157.7 


41.8 



65 years and over 722,200 207,100 515,200 695,000 27,300 37.1 25.0 46.1 38.8 17 6 

65-74 years 138,500 52,200 86,300 129,500 9,000 11.6 9.9 12.9 11.7 9*6 

75-84 years 321,800 90,800 231,100 310,900 10,900 51.7 36.0 62.3 54.1 22.9 

85 years and over ' 261,900 64,100 197,800 254,500 7,400 203.2 130.8 247.6 221.9 52 4 



2 



A973-74 

65 years and over- 
65-74 years- 
75-84 years- 



85 years^and over- 
. 19773 

65 yelirs and over- 
65-74 years 
75-34 years 



85 years and over- 



"961,500 


265,700 


695,300 


920,600 


40,900 


45.1 


30.2 


55.5 


47.3 


21.9 


163,100 


65,j-00 


98,100 


150,100 


13,000 


12.3 


11.3 


13.1 


12.5 


10.6 


384,900 


102,300 


282,600 


369,700 


15,200 


59.4 


40.8 


71.1 


61.9 


30. 


413', 600 \ ^ 


98,300 


315,300- 


, , 400,800 


12,800 


253.7 


180.4 


290.6 


269.0 


91.4 






• » 








d 








1,126^^000 


294,000 


832,000 


1,059,900 


' 66,100 


47.9 


30.7 * 


59.7 


49»7' 


30.4 


211,460 


8p,200 


131,200 


187,500 


' .23,800 


14.5 


12.7 


if. 9 


14. i 


16.8 


464,700 


122,100 


342,600 


443,200 


21,500 


68.0 


47.4 


80.6 


70.6 


38.6 


449jS00 


91,700 


358,200 


429,100 


20,800 


216.4 

• 


140.0 


251.5 


229.0 


102.0 



ERIC 



''includes Hi^>anics. . . 

Excludes residents in personal care homes. 
. Includes residents in domiciliary care homes . _ ^ . ^» 

90UICES: National Center for Health Statistics: Characteristics of residents in institutions for the^ and chronically ill. United States, Apr^l- 
^ ^' ^' Vital and Health > Statistics . SCTi^s 1^-No. 2. DHEW Pub. No. (PHS)* 1000. Public Health Service. Washington. V.Br 

Governraent Printing Office, Sept. 1965; Measures of chronic illness among residents of nursing and personal care hones. United States, by D. K. ingrain. 
Vital and Health Statistics. Series 12-No. 24'. DHQ* Pub. No. (HRA) 74-1709. Health Resources Adninistration. Washington. o:s. Goverrwent Printing 
Office, -War. 1974j ■•Unpublished data f rem* the Ffcitftonal NurSing Heme Survey. 
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Tayt>le 46. Additions to mental health faciUties and percent change, aocSording to service setting and type of facility: Iftvited States, 1971 aid 1977 

(Data are based on reporting by facilities) 



X 



Service setting 



Inpatient: 



Outpatient 



Day treatsaent 



Tvoe of facility 


■ , ■ /N 




iWcent 




Percent 






Percent 




L971 


1977 change 


1971 


1977 change 


1971 


1977 


change 






y 1971-77 




1971-77 






1971-77 



All facilitiee- 



Non-Federal psychiatric ho^itals- 

State and county hospitals 

Private hospitals— 




Veterans Adunlstration ho^itals 



Non-Federal general hospital psychiatric ixiit^ 

' G^Qffiient- ^ ^ ^ 

Private ^ 



r of additions 

1,336,312 

561,923 
474,923 
87,000 

134/065 

519,926 
215,158 
304,768 



Nunber of additionfi^^ 



Nisnber of additions 



1,588,964 


18.9 


1,3>^,822 


2,350,185 


70.4 


75,545 


170, 59i 


125.8 


552,854 
414,703 
138,151 


-1.6 
-12,7 
58.8 • 


147,383 
129,133 
18,250 


« 141,265 / 
i 107,692 
33,573 


-4.2 
-16.6 
84.0 


18,448 
16,554 
1,894 


14,539 
10,697 
3,842 


-21.2 
-35.4 
102.9 


183,461 


*36.8 


51,645. 


12d,940 


D4.2 


4;023 


6,978 


73.5 


552,437 
D5,460 
416,977 


6.3 
-37.0 
36.8 


282,677 
139,077 
143,600 


230,412 
107,186 
125,226 


-18.5 
-22.9 
-14.2 


11,563 
4^1 
7,272 


12,724 
3,480 
9,244 


10.0 
-18.9 
27.1 



Residential treataient centers for emotionally 
disturbed cJiildren- 



Pederally-ftnded ocftuiity nentai health 
centers— — ■ — ■ 



Freestanding psychiatric outpatient clinica- 

GoverTMent" " — — 

Private — — ~ 



Other nentai health facilities- 



11,148 


15,152 


35.9 


10,156 


18,155 


78.8 


994 


3,147 


216.6 


75,900 


257,347 


239.1 


335,648 ^ 


876,121 


161.0 


21,092 


102, 4$3 


385.9 


« 






484,677 
273,358 
211,319 


861,411 
332,364 
529,047 


77.7 
21,6, 
150.4/* 

r- 


10,642 
1,121 
2,905 


21,149 
8,059 
13,090 


98.7 
4v2 
350.6 


33,350 


27,713 


-16.9 


66,636 


101,881 


52.9 


8,783 


9,561 


8.9 



'includes Veter^re Adfcinistration neuropsychiatric hospitals and Veterans Administration general hospitals with separate psychiatric aodalities. 
SOURCE: National Institute of Mental Health: Unpublished data fjrcro the Division of Bicwetry and ^^demiology. 
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Table 47. Persons eiployed in the health service industry/ aocjording tto place of employment: 

United States, 1970-8P 



(Data 



on household interviews of a sanple of the civilian ooninstitutionalized population) 



Year 



Place of enployment 



1970^ 



1975 



1976 



1977 1978 
sons in thousands 



1979 



1980 



Nimber of persons 



Total- 



Offices of physicians- 
Offices of dentists- 



Offices of chiropractors^ 
Ho^itals- 



Convalescent institutions- 



Offices of other health practitioners — 
Other health service sites 



"4,246 


5,865 


6,122 


•6,328 


6^673 


6,849 


. 7,186 


477 ^ 


607 


641 


677 


753 


755 


756 


222 




325 


3^21 


360 


385 


407 


19 


30 


27 


31- 


33 


36 


40 


2,690 


3,394 


3,568 


3,645 


3.781 


3,843 


3,947 


509 


884 


945 


949 


j/,009 


1,035 - 


1,185 


42 


60 


68 


75 


83 


84 


85 


288 


563 


548 


632 


' 687 


747 . 


806 



^ April 1, derived from decennial census; all other data years are July 1 estiinates. 

^Data for 1977-80 are from the American Chiropractic Association; data for the preceding years are from the U.S. Bureau 
of Labor Statistics. ^ 

NDTCr Totals exclude persons in health-related occupations who are working in nonhealth industries, as classified by the 
U.S. Bureau of the Census, such as pharmacists enployed in drugstores, school nurses, and nurses working in private 
households. ^ 



SOURCES: 
PC(2)-7C 



U.S. Bureau of the Census: 1970 Census of Population, occupation by industry. Subject RCTorts . Final Report 
Washington, U.S. Government Printing Office, Oct. 1972; U.S. Bureau of J^abor "'^ — ^ - " 



Statistics: Brployment and 

Earnings, Harch 1977, January 1978, January 1979, January 1980, and January 1981 . VolT 2^, No. 3, Vol. 25, No. 1, Vol. ^ 
26, No. 1, Vol. 27, No. 1, and Vol. 28, NO. 1. Washington. U.S. Government Printing Office, Mar. 1977, Jaj>. 1978, Jan. 
1979, Jan. 1980, and Jan. 1981; Unpublished data; American Chiropractic Association: Unpublished data. 
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fable 48'. Professionally active physicians (H-D.'s and D.O.'s), accx>rding to type of physician, and nimber per 10,000 
population: United States and outlying U.S. areas, selected 1950-80 estimates and 1985, 1990, and 2000 projections 

(Data cure based on reporting by physiciarys eff)6 medibal schools) 



Year 



Total 



^Vpe of physician 



Doctors 
of 

medicine 
(M.D.) 



Doctors 
of . 
osteopathy 
(D,0,) 



Professionally 
active 
physicians 
per 10,000 
population 



1950- 
1960- 
1970- 
1971- 
1972- 
197> 
1974- 
1975- 
1976- 
1977- 
1978- 
1979- 
1980- 



1985- 
1990- 
2000- 



219,900 

259,500 

323,200 

334,100 

345,000" 

350,100 

362,500 

378,600 

390,600' 

395,200 

419,520 

433,550 

449,500 

523,900 
591,200 
704,700 



Number of physicians 

209,000 10,900 

24?, 300 12,200 

311,200 12,300 

322,000 12,100 

332,400 12,600 

337,000 13,100 

^348,900 , 13,600 

364,500 14,100 

376,100 / 14,700 

380,200''^^ " 15,400 

403,420 -16,100 

416,680 16,870 

. 432,400 17,100 

- ^2,000 21,900 

563,300 27,900 

665,700 39,000 



14.2 
14.2 
15.5 
15.9 
16.3 
16.4 
16.8 
17.4 
17.9 
17.9 
18.8 
19.3 
20.2 

22.5 
24.3 
27.1 



NOIES: It^e population for selected years 1950-80 incltides residents in the 50 States, Disttict of Colunbia, and civilians 
in Puerto- Rioo and other U.S. outlying ar^; U.S. citizens^ in foreign countries; and the Armed Forces in the United 
States *uid abroad. For 1985 anda990, the Series II projections'' of the total population from the U.S. Bureau of the Census 
are used. Estimation and projection methods used are fran the Bureau of Health Professions. The nunbers of M.D.'s differ 
frcro American Medical Association figures because a variant proportion of the physicians not classified by specialty is 
allocated into the totals. 

SOUROBS: Bureau of Health Manpower: A Repbrt ho the President artd Congress on the Status of Health Professions Personnel 
in the United States . CHEW Pub. No. (MRA) 79-55. Health Resources AcJninistration. Hyattsville, Md., Aug. i97b; Bureau ot 
Heallih {>rofes5i<yv?, Health Resources ^^nistration: UHxiblished data; U.S. Bureau of the Census: Current Population 
Reports . Series P^25, the.- 336, 603, 704, 731,' and 803. Washington. U.S. Goverranent printing Office, Apr. 1966, July 
1975, July 1977, Sept. 1978, and June 1979; Unpublished data. 
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Table 49. Physicians; (M.D. 's) , according to activity: United States, selected years 1970-79 
' (Data are based on reporting by physicians) 



; - • . Year 

Activity * 



1970 1975 1976 1977 1^78 1979 



Doctors of medicine- 



Prof ess ionally active physicians— 
Non-Federal- 



Patient care- 



Office-based pJactid^— 

General practice^: 

Other specialty 

Hoqpit£d-based pr act ice- 
Res idents^- 



Full-time hospital staff- 
Other professional activity-^— 
Federal- 



Patient care- 



office-based practice- 
General practice^ 

Other specialty 



Hospital-based practice- 
Residents^ 



Full-time hospital staff- 
' Other professional activity-^- 



In2K:tive physicians- 

Not classified^ 

Unknown^ 







Nunbpr of physicians 






328,020 


388,626 


404,338 


416,645 


432,434 


449,327 


304,926 


335,608 


343,876 


359,515 


371,343 


389,157 


278,855 


309,410 


318.089 


140 601 


352,390 


371,788 


252,778 


285,145 


'292,152 


312,872 ' 


322,835 N 


338,326 


187,637 


211,776 


213,117 


. 229,208 


237,071 


246,946 


50,415 


45,a&r 


45,503 


44,548 


44,649 


t6,220 


137,222 


16><913 


167,614 


184,660 


192,422 


200,726 


65,141 


1^,569 / 


79,035 


* 83,664 


85,764 


91,382 


45,514 


53,1^0 


58,482 


58,517 


56,866 


60,964 


19,627 


20,419 


20,553 


25,147 


28,898 


30,418 


26,077 ' 


24,065 


25,937 


27,731 


29,555 


33,460 


26,071 


26,198 


25,787 


18,912 


18,953 


17,369 


20,566 


' 22,325 • 


22,086 


15,774 


15,777 


14,257 


2,819 


1,841 


1,652 


902 


865 


608 


906 


557^ 


' 519 


238 


' 231 


177 


1,913 


/ 1,284 


1,133 


664 


634 • 


431 


17,747 


20,484 


20,434 


14,872 


14,912 ^ 


13,649 


5,173 


4,089 


3,?34 


3,527 


3,297 


. 2,793 


12,574 


16,395 


16,500 


11,345 


11,615 


10,856 


5,505 


3,873 


3,?01 


3,138 


3,176 


3,112^ 


19,533 


21,360 


22,024* 


28,231 


26,698 


28, %1 


357 


25,790 


29,681 


17,953 


25,102 


23,059 


3,204 


5,868 


. 8,757 


' 10,946 


9,2^1 


8,960 



4 

^Incllides general practice and family practice. 
^Includes interns and residents, all years. 
3 Includes medical teaching, administration, research, 
^Inf<xmation not available; • ^ 
^Physicians with unknown address. 



and other. 



NOIE: Federal and non-Federal doctors of medicine (M.D.'s) in the 50 States and the District of Columbia are included. 

SOURCES^ Haug,^J. N. , Roback, G. A., auid Martin, B. C: Di^ti'ibution of Physicians 4n the United States^ 1970 . Chicago. 
American Medical Association, 1971. (Copyright 1971:^ Used with the permission of the American Medicad Association.); 
Goodnan, L. J., and Mason, H. R. : physician Distribution and Medical Licensure ^if the U.'s. 1975 . Chicago. Arcrican 

r ical' Association, 1976. (Copyright 1976: Used with the permission of the American Medical Association.); Goodlnan, 
J.: Physician Distribution and Medical LiceJisure in the U.S., 1976 . Chicago. American Medical Association, 1977. 
(Cppytight 1977: Usfed with the permission of, the American Medical Association,); Department of Statistical Analysis: 
Physician pistribution and Medical Licensure in the U-S. , 1977 . Chicago. American Medical Association, 1979. (Copyright 
19/9: Used with the permission of the Amefican Medical Association. ) ; Department of Statistical Analysis: Physician 
Dist ribution and Medical Licensure in the U.S., 1978 . Chicago. American Medical Association, 1980. (Copyright 19S(f: Used' 



wi 

L^i 



permission of the American Medical Association. );' Wunderman, L. E.: Physician Distribution and Medical 
e in the U.S.^ 1979. Chicago. American Medical Association, 1981. (Copyright 1981: 'Used with the permission of 

■ ) • t 



the American Medical Association. 




Table 



50. Professionally actWe physi 



D.*s), according to prinary specialty: United States, 
years 1970-79 ' ^ , 



(Data are based on reporting by physicians). 



Year 



Primary specialty 



1970 



1975 



1976 



?77 



1978 

t 



1979 



Nutiber of physicians* 



5fessi.cnally active physicians — 



Prinary care 
General ^actice 



1— 

Internal medicine— 
Pediatr ics 



Other medical specialties- 
Dermatology- 



Pediatric allergy 

Pediatric cardiology—-^ 

Internal medicine subspecialties^ 



Surgical specialties- 
General sutgery- 



N^ological surgery 

Obstetrics ar>d gynecology- 

Ophthalmology- 

Orthopedic surgery* 

Otolaryngology-* 

Plastic surgery 

Colon and rectal surgery^ 
Hxsracic surger y 
Urology— — 



Other specialties • 

Anesthesiology- ' 

. Neurcplogy— 

Pathology ^ — i 

Forensic pathology 

Psychiatry ■ 

Child psychiatry ~- 

Physical medicine ar>d rehabilitation— 

Radiology— 

Diagnostic rad 
Therapeutic radipl^ 
Miscellaneous^ 



idiogy — 
dipiSgy- 



7 



304,926 


335,608 


343,876 


359,515 


371,343 


389,157 
t 


115,50? 


128,745 ^ " 


134,051^ 


, 139 ,'248 


141,610 


151,527 


56,804 


53,714 


' 54,631 


54,361 


'55,414 


57,312 


41,196 


53,712 


57,312 


61,278. 


62,056 


67,989 


17,505 


21,319 


22,108 


23,609 


24,140 • 


26,^26 


/7,127 


, 18,743 * 


18,702 


19,656 


11, lip 


23,278 . 


3,937 


4,594 


4,755 


4,844 


5,032 




388 


439 


469 


485 


^ 431 




471 


527^ 


537 


563 


575 


62A 


12,331 


13,183 


12,941 


13,764 


16,239 


' 16,800 V 


84,545 


\ 

94,776 ) 


97,416 


100,059 


101,216 


106,408 


29,216 




31,899 


32,014 


31,699 


,32,844' - 


2,537 


^ 2,89a 


, »2,959 


3,049 


3,071^ 


3,239 


18,498 


2;l,330 


21,908 


23,038 


' • 23,591 ^ 


' 24,828 


' 9,793 


11,011 


11,326 


11,483 


11,798 


12,486 


9,467 


11,267 


11,689 


12,223 


12,553 


13,419' 


5,^05 


5,670 


5,788r 


5,910 


6,040 


6,339 


1,583 


2,224 


^2,337 


\2,509 


2,610 


2,867 


663 


655 % 


' 667 


, 652 


673 


716 


1,779 


1,960 


2,020 


2,131 


2,025 


2,198 


5,704 


6,588 


6^,823 


7,050 


7,156 


7,472 


87,749 


93,344 


93,707 


100,552 


106,240 


107,9^4 


10,725 


12,f^41 


13,074- 


13,815 


. 14,137 


15,266 


3,027 


4,085 


4,374 


4,577 


4t873 


5,335 


10,135 


11,603 


11,815 * 


12,260 


V -12,517 


13,206 


193 


186 


203 


'206 


232 


232 


^20,901 


23,683 


24,196 


24,689 


■ 25^379 


26,614 


2,067 


2,557 


2^618 


2,877 


2,897 


3,134 * 


1,443 


1,61'5 


1,665 


1,742 


1,851* 


2,027 


10,580 


11,417 


11,627 


12,062 


11^495 


11,621 


1,941 


3,5t)0 


3,794 


4,236 


. 5,388 . 


6,49qf 


855 


.1,161 


1,202 


1,305 


1,389 


' 1,509 


26;082 


20,/796 

> 


19,139 


. 22,733 


26,082 


. 22,510^ 



'includes general practice arK3 family practice. ; < ' ^ ' 

^Includes gastroenterology, pulmonary diseases, allergy, and cArdiovascitlar diseases. 

^Includes occupational medicine, general prev^tive medicine, aerospace medicine, public health, other specialties not 
listed, and unspecified specialties. ^ i * , . 

NDTC: Activje Federal and non-Federal doctori rf\medicine (M.D.'s) in the 50 States and the District of ColOnbia are 
included. Physicians not classified, inactive physiciaAs, and physicians with unknown address in the United States are 
ptcluded. For 1979, this includes 23,Q59 physicians not classified, 28,151 physicians inactive, and 8,960 physicians 
with unkriown address. ^ ~ 

SOURCES: Haug, J. N., Roback, G. A., and Martin, B. C: DistribtTt^ion of Physicians in the United states, 1970 . Chicago. 
ilMnerican Medical Association, 1971. {Copyright 1971:. Used, with the permission of the American Medical Association.); 

L. J.; arxa Mason, H. Rt: Physician Distribution and Medical Licensure in the U.S. 1975 . Chicago. American 

It 1976: Used with the permission ot the American Medical Association); Goo(*nan, 



Goo(j p a n , 

Medical Asso^tion, 



1976. (C0)pyrigEt 



L/J.: Physician Distribution"^" Medical Licensure in the U.S., 1976 . Chicago. American Medical Association, 1977. 
(Copyright 1977: Use<!*wlth the permission of the American Medical Association.); Departm^jt of Statistical Analysis: 
Physician D istribution and Medicare icensure in the U.S., 1»77 . Chic^\ American Medical Association, 1979 
19^9: Used with 

Distribution and _ _ _ _ 

with the permissfqi , 9f the American Medical Association.); Wunderman 
Licensure .in the U.S. , 1979 . Chicago. American Medical Association, 1981 
American Nedicau. Asaoqiation . ) , * 



_ (Copyright 

the- permission of Ihe American -Medical Asepciation:')/ D^>aftment of Statistical -Analysis: Physician 
Medical Licensure in the U.S., 1978 . Chicago. American Medical Association, 1980. (Copyright 1980: Used 
r^r^^mr: — t — • — u^j!^^* 1 — — i-*r:^ v. tA,-v^««^« g^. physician Distribution and Medical 

(cipy r i ght 1981: Used with permission of the 
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Table 51. Active non-Federal physicians (M.D.'s) per 10,000 civilian population^ according to geographic region, 

primary specialty, and activity: United States, 1974 and 1979 

' (Data are based on reporting by physicians) 



Year, specialty, and activity 



United 
States 



Nccth- 
east 



Geographic region 



North 
Central 



South 



;west 



1974 



Total' 



Patient care — 
Office based- 



aoepital based 

Other f^ofessional activities^ 



Primary care'* 



Patient care- 



Office based- 
iiospital based- 



Other professional activities^- 
Other niedic€d specialties*^ 



Patient care 

Office based- 



Bo^ital based ^ — 

O^r professional activities^- 

Surgical ^)ecialties^ 



Patient care- 



Office based- 
Hospital based- 



Other professional activities^- 
1979^ 



Total* 



Patiait care- 



Office based- 



lio e pital baocd - 



Other professional activities^ 



Primary care*^ 



Patient carc*- 
Qffice based- 



Ho^ital based- 



Other professional activities^- 
ofijep^SedicaHL '^)ecialufes^- 



Patient care- 



Office based- 



H^^ital based — ^ — 71 — - — 
Otifcr professional activities^- 

See footnotes at end 'of table. 



Nunber of physicians per 10/000 civilian population 



14.4 


18.3 


15.4 


12.0 • 


16.4 


13 2 


' 16.5 


11.3 


11.1 


15.1 




10.9 


8^4 


8.5 


12.1 


3.5 


5.6 




2.6' 


3.0 


1.2 


1.8 


0.9 


0.9 


'1.3 


• 

5.5 


• 6.8 


54) 


4.6 


6.3 


5.2 


6.3 


•4.8 


4.4 


5/9 


4.0 


4.4 ^ 


3.7 


3.5 


4.9 


1.2 


1.9 


1.1 


0.9 


1.0 


0.3 


0,5 


"0.3 


0.3 , 


0.4 


0.8 


1.0 


' 0.6 


0.6 


0.9 


0.7 


'0.9 


0.5 


0.5 


0.8 


0.6 


0.8 


0.4 


0.5^ 


0.7 


0.1 


0.1 


_^.lv • 


0.1 


0.1 


0.1 


0.1 


0.1 


0.1 


0.1 


4.1 


5.0 ^ 


• 3.5 


3.8 


4.6 


4.0 


* 4.8 


3.4 


3.6 


4.5 


3.1 


3.4 . 


2.6 


- 2.9 


3.8 


^ 0.9 


1.4 


0.8 4 


0.8 


0.7 


0.1 


0.2 


0.1 


0.1 


0.2 



17.0 



J? 



5 
3 
4.2 



6.6 

6.1 
4.4 
1.7 
0.5 

1.0 

0.8 
0.7 
0.1 
0.2 



^0.9 

18.7 
12.3 . 
6.4 
-2.2 

8.0 

7.3 
4.7 
2.5 
0.7 

1.3 

1.1 
. 0.9 

0.2 
*Q.3 



14.8 

13.6 
9.7 
3.9 
1.2 

6.0 

5.6 
4.0 
1.6 
0.4 

0.8 

0.6 
0.5 
0.1 
• b.l 



15.0 

13.7 
10.4 
3.3 
1.3 

5.8 

5.4 
4.0 
1.4 
0.5 

0.9 

0.8 
0.7 
0.1 
0.1 



19.0 

17.4 
13.9 
3.5 
L.6 

7.3 



1.2 

1.0 
0.9 
0.1 
0.2 
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Table 51. Active non-Federal physicians (M.D. 's) per 10,000 civilian pcpulaticn, according to geographic region, 
primary specialty, and activity: United States, 1974 and 1979— Continued 

• - 

(Data are based on reporting by physicians) * 



Year, specialty, and activity 



United 
States 



North- 
east 



Geographic region 



North' 
Central 



South 



West 



Surgical specialties^- 



Patient care- 



Office beised- 
Bo^ital based- 



mother professional activities^- 



Nutfcer of piiyslcians per 10,000 civilian population 



4.7 


5.5 


4.0. 


4.5 


5a 


4.5' 


5.3 


3.9 


4\3 


4.9 


3.5 


3.8 


2.9 


3;4 


4.2 


1.0 


1.5 


1.0 


0.9 


0.7 


0.2 


0.2 


0.1 


0.2 


0.2 



^Includes active non-Federal doctors of medicine (M.D.'s) in all other specialties not shown separately and those not 

classified. ^ 

^Includes medical teaching, a<inirAstration, research, and other prdfessional activities. ^ 

-^Includes general practice, internal medicine, and pediatrics. 

^Includes decmatology, pediatric allergy, pediatric cardiology, gastroenterology, puijionary diseases, allergy, and 
cardiovascular diseases. 

^Includes general and neurologiceil surgery, obstetrics and gynecology, ophthalmology, orthopedic^ surgery, 
otolaryngology, plastic surgery, colon and rectal surgery, tho^ic surgery, and urology. 

SOUEVZES: Roback, G. A., and Mason, H. R.: Physiciaui Distribution and Medical Licensure in the U.S.. 1974 . Chicago. 
American Medical Association, 1975. (Copyright 1975: Used with the perrnission of , the American Medical As^iation.) ; 
Department of Statistical Analysis: Physician Distribution and' Medical" Licensure in the U.S., 1979 . Chicagb. American 
Medical Association, 1981. (Copyright 19bl: Used with the permission of the American Medical Association.); U.S. Bureau 
of the Census: Population estimates and projections. Curren t jfgP^ ^ ion Repor ts . S^yi^s P-25, Nos. 727 and 876. 
Washington. U.S. Goverment Printing Office, July 1978 and Feb.^sft. T" 



/ 
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• Table 52, Graduates of health professions schools and nunber of scho^, according to profession: United States, 
- selected 1950-7? estimates and 1980, 1990, and 2000 projections 

(Data are based on reporting by health professions schools) ^ 



Year 



Profession 


1f4edicine 


> Osteopathy 


Dentistry 


Optometry 


Pharmacy 




1 


Nunber of graduates 




r 


5,553 


373 • 


2,565 


961 




7,081 


427 


" 3,«3 


364 , 


3,497 


8,367 


432 


- 3^749 


445 


4,758 


12,714 


702 


4,969 


806 


6,712 


14,393 


963. 


5,324 


980 


. 7,785 


14,9«6 ^ 


1,0^ 


5,124 * 


1,051 


6,856 


15,346 


Jrt)29 


5,216 


1,077 


7,070 


16,695 


1,502 


5,270 


' - 1,077 


5,240 


16,523' 


1,486 


5,120 


1,077 


5,U0 






Nunber of sdKXpls 







1950- 
1960- 
1970- 
1975- 
1978- 
1979- 



1980- 



1990- 
2000- 



1950- 
1960- 
1970- 
1975- 
1978- 
1979- 



1980- 



1990- 
2000- 



79 

103 
U4 
122 
125 

124 
126 
126 



6 
6 

7 
9 

12 
14 

14 

14 
14 



42 
47 
53 
59 
59 
60 

60 

60 
60 



10 
10 
11 
12 
12 
13 

15 
15 
15 



>6 
74 
73 
72 
72 

72 
72 
72 



Bureau of Ifealth Manpower: A Report to the President and Congress on the Status of Health Professions Personnel 
ti^ l^ted States. DBbTp^. r^OSA) Health Resouroes AAnlnist rakion. fayatteville, Md,, Aug, lit^tt; 



in 



tinpiMished dab fran Division of Health Professions Analysis, Bureau of Health Professions, 



ERIC'- 
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Table 53. Short-^tay hospitals and beds, acsoording to type of hospital and ownership; United States, 1974 and 1979 

(Data are based-on reporting by facilities) 



^ Year and type^ 
of owner ship 


. ' All 


1 ^ 

Conrojnity hospitals* • ^ 










short- 














stay 








^ 










ho^itals 


Total 


General 


Specie^Hl 


Total ^ 


General 


Psychiatric 


Other 


. '1974 








Nunber of ho^tals 








• All ownerships—— 




0 , 11 J 


5,980 


133 


580 


•422 


118 


40 


Government 


2,245 


1,815 


1,799 


16 


430 






o 
o 


Federal :^ ; — 

State- local ^ 


335 


- 


^ - 




335 


334 




1 


— \ 1,910 


1,815 


1,799'« 


16 


95 


62 


26 


7 


Pr opr i etary 


\ .928 


* *^852 . 


817 


35 


76 


- 


53 


23 


Ncnprof iJt— — 


■ 3,520 , 






82 


74 


26 


39 • 


9 


1979 

* 


















All ownerships — 


6,525 






0 140 


5^6 


/ 


X*tD / 




Government 


2,222 


1^812 


^ 1,795 


1-7 


410 






in 

lU 


Federal 


325 


- 


r 




325 


•323 




2 


State-local — 


-Y 1,897 


.1,812 


1,795^ 


17 


' 85 


43 


34 


8 


. Proprietary 


— ^ 867 


767 


735* 


32 


100 




]° 


30 


Nonprofit ' — 


3,436 


J, JbU 


J, ^69 


91, 


76 


21 


42 


13 


1974 








Nunber of 


oeos 








All owner shijBC — 


1.049.701 




nAC 


10,443 


104,212 


t?l , 1 / J 


lU ,olJ 




Government — •: 


306,272 


210,561 


208,479 


2,082 


' 95,711 


•90,366 


4,356 


989 


Federal 


87,306 


- 


- 




87,306 


86,79\ 




' 511 


State- local 


— 218,966 


210,561 


208,479 


^,082 


8,405 


3,57lY 


4,356 


478 


Propr ietfury 


— "79,027— % 


74,538 


73,173 


1,3^5 


4,489 


V 


3,766 


723 


Ncnprof i t-^ 


— 664,402 


660,390 


653^94 
• 


6,996 


4,012 


809 


2,691 


512 


1979 


• 


\ 














' Al^ownerships 


— 1,096,322 


.992,624 


979/811 


12,813 


103,698 


87,064 


13,234 


3,400 


Government 


— 305,143 


2ll,916 


209,241 


2,675 


93,227 


86,470 


5,229 


1,528 


Federal 


— ^ 84,832 








84,832 


83,95l2 




880 


State- local 


— 220,311 


211,916 


209,241 


) 2,675 


8,395 


2,518 


5,229 


648 


Proprietary 


— ^ 92,418 


. 86,39l9 


84,753 , 


{ 1,646 


6,019 




4,850 


1,169 


Nonpr of i t ^1 


— 698,7(51 


694,30'9 


685, 8i7 


. 8,492 


• 4,452 


^94 


3,155 


703 



ICTg: Ccraiunity hospitals include all non-Federal short-stay hospitals classified by the American Hospital Association 
aooording to one of the following services: general medical and surgical;^ obstetrics anci gynecology; eye, ear, nose,. and 
thx;oat; ^rehabilitation; CMTthcpedic; ^ther specialty;' d^ildren's general; children's eye, ^ar,' nos^, and throat; 
children's rehabilitation; children's orthopedic; and childr«i^s other specialty. \ 



SOURCE: Division of FJealth Care Statistics, Nat^pnal Center for Health Statistics: Ddta fran the National Master Facility 
Inventory. ' , 
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Table 54 Comaiiity hospital beds per i,00#W^ation and average annual rate of change, according to geographic 

division and State: United States, selected years 1940-79 



(Data are based on reporting by facilities) 



Geographic 
division and State 



Year 



Period 



1940 ' ^1950^ 1960^ 



1970 



1975 1978 1979 1940-60 1960-70^ 19*70-75 1975-79 



Connunity hospital beds per 1,000 population 



United States- 
New EliQland 



Maine 

New Hanpshire- 

Vennont 

Massachusett 

Rhode Island 

Connecticut 



Kiddle Atlantic- 



New York 

New Jersey — 
Pennsylvania- 



East North Central- 



Ohio- 

Indiana- 



Illi«>is= 
Michigan- 



Wisconsin- 



2^ 



West North Central- 



Mi linesota- 
lowa— " 



Missouri 

North Dakota- 
. South Dakota- 
Nebraska 

Kansas 



South Atlantic 



Delawcue- 
Maryland- 



Di strict of Colmbia- 

Virginia ■ 

West Virginia 

North Carolina 

South Carolina 

Georgi a 

Florida — 



3.2 

4.4 

3.0 
4.2 
3.3 
5.1 
3.9 
3.7 

3.9 

4.3 
3.5 
3.5 

3.2 

2.3 
3.4 
4.0 
3.4 

3.1 

3.9 
2.7 
2.9 
3.5 
2.8 
3.4 
2.8 

2.5 

4.4 
S.9 
5.5 
2.2 
2.7 
2.2 
-^--v^.8 
1.7 
2.8 



East South Central- 



Kentucky^ 



Tennessee^ 
Alabanta- 



Mississi^ipi i 

See footnotes at end of table. 



1.7 

•1.8 

^1.9 
1^5 
1.4. 



3.3 

4.2 

3.1 
4.2 
4.0 
4.8 
3.8 
3.6 

3.8 

4.1 
3.2 
3.8 

3.2 



.9 
.6< 
.6 
.3 



3.7 

3.7 

4.4 
3.2 
3.3 
4.3 
4.4 
4.2 
3.4 

2.8 

3.9^ 
3.6 
5.5 
2.5 
3.1 
2.6 
2.4 
2.0 
2.9 

2.1 

2.2 
2.3 
2.0 
1.7 



3.6 


4. J 


4.0 


4 .0 


A ^ 
4.3 




1 fl 


3.9 


4.1 


4.2 


4.2 


' 4.1 


-0.6 


0.5 


3.4 


4.7 


4.7 


4.8 


4.7 


' 0.6 


3.3 


4.4 


4.0 


4.2 


4.0 


3.9 


0.2 


-0.9 


4.5 


4.5 


A Q 


A a 

4.0 








4.2 


^ 4.4 


4.6 


4.5 


4.4 


-1.0 


0.5 


3.7 


'4.0 


1 J.o 


J . / 






0.8 


3.4 


3.4 


3.3 


3.5 


3.5 


-0.4 




4.0 


4.4 


4.6 ' 


4.6 


4.6 


0.1 


1.0 


4.3 


4.6 


4.7 


4.6 


4.6 


- 


0.7 


3.1 


3.6 


^ 4.0 


4.2 


4.1 


-0.6 


» 1.5 


4.1 


'4.7 


4.7 


4.8 


4.8 


0.8 


1.4 


* 3.6 


4.4 


4.7 


4.7 


4.7 


0.6 


2.0 


3.4 


4.2 


4.6 


'4.7 


4.7 


1.2 


2.1 


3.1 


4.0 


4.4 


4.5 


4.4 


1.5 


2.6" 


4.0 


4.7 


4.9 


5.0 


5.0 


0.8 


1.6 


3.3 


4.3 


4.5 


4.4 


4.4 


^1.0 , 


2.7 


4.3 


5.2 


5.1 


5.1 


4.9 


-aJ^2 


1.9 


4.3 


5.7 


5.8 


5.9 ' 


5.9 


1.6 


2.9 


4.8 


6.1 


§.0 


6.0 ' 


J 5.8 


1.0 


2.4 


3.9 


5.6 


6.0 


5.8 


5.7 


1.9 


3.7 


3.9 


5.1 


5.5 


5.8 


5.7 


1.5 


2.7 


5.2 


6.8 


6j*7 


7.1 


7.2 


2.0 


2.7 


f 4.5 


5.6 


5.5 


' 5.5 


5.4 


2.4 


2.2 


4.4 


6.2 


6.1 


6.1 


6.2 


1.3 


3.5 


4.2 


' 5.4 


5.7 


5.8 


5.8 


2.0 


2.5 


3.3 


4.0 


4.3 


4.5 


4.5 


1.4 


1.9 



Average annual rate of change 
1.4 -0.5 
0.5^ -OU 



3.7 
3.3 
5.9 
3.0 
4.1 
3.4 
2.9 
2.8 

3.; 

3.0 

3.0 
S.4 
2.8 
2.9^ 



3.7 
3.1 
7.4 
3.7 
5.4 
3.8 
3.7 
3.8 
4.4 

4.4 

4.0 
4.7 
4.3 
4.4 



3.5 
3.2 
7.1 

4.r 

5.8 
M.O 
3.9 
4.4 
4.9 

4.9 

4.3 
5.4 
4.9 
4.9 



3.9 
4.6 
5.1 

5.1 

4.4 

' 5.5 
5.1 
5.2 



3.6 
3.5 
1 
1 
5 
2 
8 
6 
2 



7. 
4. 
5. 
4. 

!: 



5.1 

4:4 
5.6" 
5.1 
5.2 



-0.9 
-0.8 
0.4 
1.6 

2.2 
2.4 
2.5 
< 0.5 

2.9 

2.6 
3.0 
3.2 
3.7 



-0.6 
2.3 
2.1 
2.8 
1.1 
2.5 
3.1 
3.6 

« 

3.9 

2.9 
3.3 
4.4 
4.3 



0.9 

0.4 

2.1 



1.3 

1.8 
1.9 
0.8 
0.9 
-0.4 

0.3 

-0.3 
1.4 
1.5 
-0.3 
-0.4 
-0.3 
1.1 

1.5 

-1.1 
0.6 

-0.8 
2.1 
1.4 
1.0 
1.1 
3.0 
2.2 

2.2 

1.5 
2.8 
2.6 
2.2 



-1.8 
-1.6 
-1.1 
-0.7 



-0.5 
0«6 
0.5 



0.5 

0.5 
-0.6 
-1.0 

0.4 

-0.8 
-1.3 
0.9 
1.8 
-0.5 
0.4 
0.4 
r 

1.1 

0.7 
2.3 



-1.3 
1.2 

-0.6 
1.1 
1.5 

i.o 

0.6 
0.9 
1.0 
1.5 
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Table 54. Ccnwunity hospital beds per 1,000 population and average annual rate of change, according "to geogra«)hic 
division and State: United States,H selected years 1940-79— Continued 

^ (Data are based on reporting by facilities) , ^ 



Geogrc^Jhic ° 
division and State 



Vl^t South Central- 



^ear 



Period 



mo' 1950^ 1960^ -1970 1975 1978 ;979 1940-60^'^ 1960-70^ 1970-75 1975-79 

^ ! 



Ccmnunity ho^ital beds per 3r,000 population^ 
2.1 2.7 ' 3.3 4.3 4:7 4.7* -4.7 



Average annual rate of change 



2.3 



2.7 



Arkansaa — 
Louisiana;; 
Oklahcroa— 
Texas 



Mountain- 



Montana— 
Idaho-t — 



Wyoming 

Colorado — 
New Mexico- 
Arizona 

Utah 

Nevada 



P«K:if ic- 



Washing ton- 
Oregon 

California- 
Alaska 

Hawaii 



1.4 
3.1 
-•1.9 
2.6 

3.6 

4.9 

'A 

3.9 
2.7 
3.4 
3.2 
5.0 - 

4.K^ 

3.4 
3.5 
4.4 



1.6 
3.8 
2.5 
2.7 

3.8 

5.3 
3.4 
3.9 
4.2 
2.2 
4.0 
2.9 
4.4 

3.2 

3.6 
3.1 
3.3 



2.9 
3.9 
3.2 
3.3 

3.5 

5^.1 

3.2 

4.^ 

3.8 

2.9 

3.0 

2.8' 

3.9 

3;1 

3.3 
3.5 
3.0 
2.4 
3.7 



4.2 
4.2 
4.5 
i.3 

4.3 

5.S 
4.0 
5.5 
4.6 
3.5 

M 
3.6 
4.2 

3.7 

3.5 
4.0 
3.8 
2.3 
3.4 



4.6 
4.1 
4.6 
4.7 

4.0 

5.2 
3.9 
4.5 
4.4 
3.4 
3.8 
3.2 
4.3 

3.9 

3.4 
3.9 
4.0 
2.2 
3.3 



4.9 
4.7 
4.6 
4.7 

3.9 

5.7 
-3.7 
3.9 
4.2 
3.2 
3.8 
3.2 
4.1 

-3.6 

3.2 
3.6 
3.8 
2.3 
3.1 




1.8 

1.8 
2.3 
0.4 
1.8 



1/6 
0.^5 

.? 

-1,4 *-0.6 



J. 6 

3.'1 
3.6 
3.7 
2.5 
3.1 



-1.4* 



-0.1 



-1. 



1.8 

0.6 
1.3 
2.4 
•0.4 
-0.8 



-2.2 
-0.5 
-3.9 
-0.9 
-p. 6 
-1.5 
-2.3 
0.5 

1.1 

-0.6 
-0.5 
1,0 
-0.9 
-0.6 



2.8 
-1.3 
-4.8 
-0.6 
-1.5 
-0.7 
-1.6 



-2.0 



-2. 
-2. 
-1. 
.3. 



-1.6 



11940, and 1960 data a^e' estimated base^ on published figunes. 
^1960 inclmjgS* hospital units of institutions. 
Civilian population. 

NOTC: CcnuunTty hospitals include all^ non-Federal short-stay hosfjitals classified by the American Hospital Association 
aooOTding to one of the following services: general medical and surgical; obstetrics and gynecology; eye, ear, nose, and 
throat; rehabilitatibq; .orthopedic; otJ^er specialty; children*s general; (children's eye, ear/ nose, and throat; 
children*^ rrfiabilitatidn; children's orthopedic; and children's other, specialty. 

SOURCES: American Medicai Assofciaticn: Hospital service in the United States. JAMA 116(11): 1055-1144, 1941, and 146(2): 
^109-184, 1951. (Copyright 1941 and 1951: Used with the permission of the American Medical Association.); Anerlcan 
Hospital Association: Hospitals. JAHA 35(15): 383-430, Aug. 1,-1961. (Copyright 1961: Used with the permission of the 
American ^Jo^ital Association.); DTvTsion of Health Care Statistics* National Center for Health Statistics: Data from 
the ^^aticnal Master Facility Inventory; U.S. Bureau of ^ the Census: Current Popuiatl.on Reports . Series P-25, Noe.' 72, 
304,* 460, 640, 642, 868, and 876. Washington. U.S. Government' Printing Office, 1353; l5fi5, 1971, 1976, 1979, and 1980; 
Unpublished data. , ^ 
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Table 55. Occupancy rate in ocnimjfiity hospitals and average annual rate 6f change, according to geographic 

division and State: United States, selected years 194CK79 ' ' x 

(Data are based on reporting by facilities) 



Year 



Period ■ 



Geographic division 
and State 














. 1940^ 


1960^ 


'1970 


1975 


1978 


1979 1940-60^'^ 1960-70^" 197CH75# 1975-7S 



Percent of beds occupied 



Average annual rate of change 



United States- 
nX Eaigland 



69. 9\ 74.7 



Maine— ^ 

New Harnpshire- 
Vennont : — 



Massachusetts- 
Rhode Island- 
Connecticut — 



Middle Atlantic- 



New York 

New Jersey — 
Pennsylvania- 



East North Central- 



Ohi o 

Indiana — 
Illinois — 
Michigan — 
Wisoonsin- 



Jfest North Central- 



Minnesota- 
lows^ 



*^S30uri — r 

North Dakota — 
South Dakota — 

Nebraska ^ 

Kansas 



South Atlantic- 



Delaware- 
Mary land- 



District of Colunbic 

Virginia — 

West Virginia 

Nprth Carolina 

South Carolina 

Georgia • ^ 

Flor ida — 



East Sdbth Central- 



Kentucky- 
Tennessee^ 

Alabania 

Mississippi- 



72.5 

72.4* 

65.3 

68.8 

71.8 

77.7 

75.9 

75.5 

78.9 
72.4 
71.3 

71.0 

72.1 
68.5 
73.1 
71.5 
65.2 

65.7 ' 

71.0 
63.6 
68.6 
61.9 
59.1 
59.0 
60.4 

66.7 

59.2 
74.6 
76.2 
70.0 
62.1 
64.6 
69.1 
62.7 
57. '5 

62.6 

61.6 
65v5 
59.0 
63.8 



See footnotes at end of table. 



73.2 
66.5 
68.5 
75.8 
75.7 
78.2 

78.1 

79.4 
.78.4 
76.0 

78.4 

81. 3« 

79.6 
76.0 
80.5 
73.9 

71.8 

72.3 
» 72.6 
75.8 
71.3 
66.0 
65.6 
^69.1 

74.8 

70.2 
73.9 
80.8 
78.0 
74.5 
73.9 
76.9 
71.7 
73.9 

71.8 

73.4 
75.9 
70.8 
Q2.8 



77.3 

79.7 

73.0 
73.4 
• 76.3 
80.3 
9 
6 



/82. 
^ 82. 



82. "4 

82.^ 
82.5 
81.5 

79 rs 

81.8 
80.3 
79.3 
80.6 
7i.2 

73.6 

73.9 . 

71.9 

79.3 

67.1 

66.3 

69.9* 

71.4 

77.9 

78.8 

79.3 

77.7 

81.1 

79.3 

78.5 

76.4 

76.5' 

76.2 

78.2 

79.6 
78.2 
80.0 
73.6 



74.2 

77 

71.1 
7i.4 
70.7 
79.1 
82.2 
78.6 



81.4 

84.2 

81,1 
77.2 

77.2 

80.6 
76.4 
75.7 
78.8 
71.5 

70.6 

70.7 
67.4 
75.9 
69.1 
e3,8 
65.8 
69.9 

73.9 

81.0 
79»3 
78.9 
77.4 
75.3 
77.4 
74.2 
68.2 
70.2 

74.0 

77.3 
74.4 

72 
71 



73.2 


73.6 


0.3 


0.3 


-0.8 


-0.2 


/ / .0 


"70 1 
/7 . 1 


v>. ^ 


' n 

u . o 


♦ -0.5 


0.5 


I L. I 




n 1 


-0.0 


-0.5 


1.1 


71.5 


71.2 


0.1 


^ i!o 




-0.1 


72.2 




-0.0 


1.1 


^-1.5 


0.6 


79.2 


80.8 f ' 


0.3 


0.6 


-0.3 


0.5 


82.3 


84.3 


-0.1 


0.9 


-0.2 


0.6 


78 .1 


/y . / ^ 


u . 1 


KJ.J 


1.0 { 


0.3 


81.1 


82.0 


n o 
U. Z 


KJ.J 




0.2 


83.1 


OC C 
OD.O 


n n 


n A 


0.3 


0.4 


81.^ 


O 1 A 

oi.4 


n A 
U. 4 


KJ.J 


U.J 


0.1 


11.9 


77.4 


0.3 




-1.1 


9-1 


IS. 4 


75.7 


0.5. 


* O.L 


-0.6 


-0.5 


78.0 




U. D 


n 1 


-0 3 


-1.0- 


75.7 


7d.7 


U. o 


n 1 


-l".0 ' 


0.1 


74.9 


1 A C 


u. z 


n A 
KJ .*t 




-0.4 


76 .3 


11 1 


n c 

U . D 


n n 

U wKJ 


-0.5 


-0.5 


69.6 


71.0 


U. b 


-n 1 

U . i- 


^-0.5 




69.4 


07 . Z 


U . 4 




-0.8 


-0.5 


70r2 


71.1 ' 


0.1 


0.2. 


-0.9 


'0.1 


67.1 


66.7 


0.7 


-0.1 


-1'.3 


-0.3 


73.5 


73.4 


0.5 


0.5 . 


-0.? 


-0.8 


66.2 


65.9 


0.7 


-0.6 


^.6 


-1.2 


59.3 


bo.O 


U . 0 


n n 


-0j8 


-2.4 


66 .2 


bb.U 


n ^ 

Ki .J 


n fi 

U . D 


-1.2 ' 


-0.3 


68.3 


67.8 


n 1 


U.J 


-0.4 


-0.8 


73.0 


73.4 


0.6 


0.4 


.r 


-0.2 


80.6 


* 81.7 


0.9 ' 


1.2 


Or6 


0.2 


81.0 


*80.9 


-0.0 


0.7 




0.5 


77.0 


78.5 


0.3 


-0.4 


0.3 , 


-0.1 


74.5 


75.9 ^ 


0.5 


0.4 


-0.9 -• 


-0.5 


72.3 ' 


74.9 


0.9 


0.6 


. -1.0, 


-0.1 


75.7 


75.8 


0.7 


0.6 


-0.3 


-0.5 


*74.1 


75.3' . 


0.5 


-0.1" 


-0.6 


0.4 


67.4 


^68.4 


0.7 


0.7, 


-2.3 


0.1 


70.3 


69.4 


' 1.3 


0.3 


-1.6 


-0.3 


73.3 


73.8 


0.7 * 


0.9 


-1.1 


' -0.1 


75.8 


76.7 


0.9 . 


- 0.8 


-0.6 


-0.2 


73.8 


J4.1 


0.7^ 


0.3 


-1.0 


-0.1 


72.5 


72.8 . 




, 1.2' 


-1.9 


0.1 


70.6 


' 71.5 


X ' 


. 1.6 


-0.6 


0.0 
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Table 55. Ooci^pancy rate in ocninunity hospitals and average annual rate of change, according to geographic 
division ai)d State: Wiited gtates, selectectyears 1940-79— Continued 



(Data are biased on reporting ^by facilities) 



Geographic division 
and State 



Year 



1940^ 1960^ 



1970 1975 



Period 



1978 1979 1940-60 ^'^"^1960-70^ 1970-75 1975-79 



Weet South Central- 



Arkansas — 
Louisiema- 



Oklahoma- 
Texas 



Mop tar 
Idaho 



Mountain- 
tana 



wycming — 
Colorado- 



New Mexico- 
Arizona 

Utah 

Nevada 



Pacific^- 



Washington- 
Oregon 

California- 
Alaska 

Hawaii 



Percent of beds ooctpied 



Average annual, rate of change 



62.5 


68.7 


73.2 


69.1 


67.5 


67.6 


0.5 


55.6 


70.0 • 


74.4 


70.3 


.68;9 


68.6 ^ 


1.2 


75.0 


67.9 


73.6 


68.8 


68.4 ^ 


68.4* 


-0.5 


54.5 


71.0 


72.5 


69.3 


6655" 


^66.7 


1.3 


69.6 


. 68.2 


73.0 


69 rO 


67.2 


67.4 


0.7 


60.9 


69.9 


71.2 


•68.4 


* 66.8 


66.7 


0.7 


62.8. 


''60.-3 


65.9 


61.4 


64.0 


62.5 


-0.2 


65.4 


55.9 


66.1 


68.2 


65.9 


65.0 , 


-0.8 


47.5 


61.1 , ^ 


63.1 


55.9 


54.6 


54.2 - 


1.3 


62.1 


80.6 


74.0 


69.1 


67.4 


66.0 


1.3 ' 


4>.8 


65.1 


€9.8 


63.6 


. 65.0 


64.3 


1.6 


61.2 


74.2 


73.3 


73.5 


71.3 


73.6 


Vl.O 


65.8 


70.0 


73.7 


73.6 


. 66.5 


69.4 


0.3-% 


67.9 


70.7 


72.7 


67.2 


,66.1 


63.9 


0.2 


69.7 


71.4 


71.0 


66.2 


66.1 


66.5 


cr.i 


67.^ 


63.4 


69.7 


67.7 


66.6' 


68'. 4 


-0.3 


71.2 


65.8 ^ 


69.3 


66.6 


65.8 


65.8 


-0.4 


69.9 


74.3 


71.3 


66.0 


65.9 


66.1 


0.3. 




53.8 


59.1 


63.3 


*60.5 ^ 


. 59./ 






61.5 


75.7 


68.1 


72.8 


75.2 





0.6 



rl.l 



0.9 
1.7 
0.3 
-0.9 



-0.1 

1.0 
0.5 
-0.4 
0.9 
2.1 



-1.4 
0.6 

-1.4 
-1.8 



-1.4 

-0.6 
-0.8 
-1.5 
1.4 
-2.1 



-0.5 




0.4 
-1.2 
-0.8 
-1.1 
0.3 
0.0 
-1.5 
^1.3 

0.1 

0.3 ' 
-0.3» 

0.0. 
-1.5 

2.5 



^1940 data are estiinated based on published figures. 

^1960 includes ho^ital units of iostitutiorts. # ^ 

NOTE: Oonmunity hospitals' include all non-Federal short-stay hospitals classified by the American- Ho^ital Association 
aooording to one of the follcwirig services: general medical 'and surgical; obstetrics and gynecology; eye, ea^> nose, and 
throat; rehabilitation; orthopedic; other ^)ecialty; children's general; children's' eye, ear, nose/ and throat; children's 
rehabilitation; children's orthopedic; and children's other specialty. . » 

SOURCES: American Medical Association: Hospital service in the United States. JAMA 116(11): 1055-1144,^41. (Copyright 
1S41: Used with the permission of the American Medical Associ^ation.) ; American Hospital Association: Hospitals. JAHA 
35(15): 38>430, Aug. 1, 1961. (Copyright i961: Used with the permission of the American Hospital Association.); Division 
of Health Manpower and Facilities Statistics, National Center for B^th Statistics: Data frcro the National Master Facility 
Inventcxy. 
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fable 56. Full-time equivalent employees per 100 average daily patients in oontnunity hospitals 3nd average^ annual 
rate of change, according to geographic division and SUte: United States, selected year's 1960-79 ^ 

(Data are based' on reporting by^acilitioi) 









Year 






* Period 




Geographic 
division^and State 

• 
















^ 1960^ 


1970 


1975 


1978 


1979 ' 1960-70^ 


1970-75 


1975-79 



Nutiber of enployees per 100 avereige daily patients 



Average annual rate of change 



Ifuted States- 
New B^glandj 



Maine — 

New Ban|36hire- 

Vennont 

Massachusetts- 
Rhode Island- 
Connecticut — 



Middle AtlantiCT- 



New York 

New Jersey — 
Pomsylvania- 



^Sst North Central- 



Ohio 

Indiana — 
Illinois — 
Michigan — 
Wisconsin- 



West North Central — r- 



Minnesota- 
Iowa — ■ — 



Missouri- 

North Dakota- 



South Dakotan 

N^aska 

Kansas- 



T 



South Atlantic- 



Delaware 

Maryland 

District of Colunbia- 

Virginia 

West Virginia 

North Carolina *- 

South Carolina 

Georgia 

Florida 



Bast Sout^ C^tral- 



Kentucky 

Teraiessee — ■ 

Alabama 

Mississippi- 







302 


349 t 


>79 




388' 


2.9 


2.9 


2.7 


249 




351 


41^ 


436 




441 


1*5 


3.3 


1 "7 


227 




289 


359 


402 




404 


2.4 


4.4 


3 .U 


240 




310 


347 


383 




399 


2.6 


2.3 








318 


346 


346 




364 


3.4 


1.7 


1.3 


252 




365 


436 


456 




458' " 


3.8 


3.6 


1.2,. 


270 




383 


433 


^460 




4d1 


J.O 


9 S 


1.6 


247 




3f^ 


397 


428 


434 ^ 


3.5 


2.7 


2^3 


225 




311 


352 


372 




377 


• 3.3 


2.5 


1.7 


233 




336 


375 


386 




387 


3.7— 


~r-^2.r 


0.8 


225 




278 


308 * 


328 




33a 


2.1 


^ 2.1 


2.0 


214 




287 


340 ' 


375 




387 


3«.0 


3.4 


3.3 


226 




299 


343 




< 


392 ^ 


^ 2.8 


2.8 


3.4 


232 




302 


334 


372 




387 


2.7 


2.0 




216 




280 


320 


351 




363 


2.6 


2.7 


3.2 


226 




301 


357 


391 




408 


2.9 


3.5 


3.4 


239 




313 


364 


401 




^412 


2.7 


3.1 


S.l 


199 




277 


315 


358 




358 


3.4 


•2.6 


• 3.3 


212 




273 


305 


335 




346 


2?6 


2.2 


* 3.2 



220 
208 
217 
177 
188 
220 
210 

217 

o243 
. 237 
240 
193 
.198 
196 
185 
233 
. ' 245 

227 

229 
231 
233 
, 207 



273 
256 
289 
254 
247 
276 
27tf 

295 

328 

354 

363 

289 

255 

277 

-257^ 

294 

295 

275 

276 
284 
266 
270 



296 
293 
^26 
273 
294 
298 
313^ 

343 

390 
391 
443 
323 
298 
319 
302 
364 
346 

306 

292 
315 
308 
300 



317 
33S 
357 
^ 299 
V * 343 
X 310 
^^47 

368 

403 
401 
- 497 
333 
335 
350 
338 
396 
.367 

328 

316 
333 
337 



328 
346 
370 
298 
339 
328 
358 

376 

403 
400 

493 
'360 
339 
359 
352 
397 
376 

336 

324 
343 
343 
328 



2.2 
2.2 
2.9 
3.7 
2.8 
2.3 
2.5 

3.1 

3.0 
4.1 
4.2 
4.1 
,2.6 
3.5 
3.3 
2.4 
1.9 

1.9 

1.9 
2.1 
1.3 
2,7 



1.6 
2.6 
2.4 

1.5 
3^.5 
1.5 
3.0 

3.1 

3.5 

2.0 

4.1 

2.2/ 

3.2 

2.9 

3^3 

.2:2 

1.1 
2.1 
'3.0 
2.1 



2.6 
4.2 

3.2 
2.1 
,3.6 
2.4 
3.4 

2.3 

0.8 . 

0.6 

2.7 

2.7 

3.3 

3.0 

3.9 

2.2 

2.1 

2.4 



See footnote at end of table. 
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Table S6. Pull-tiw equivalent eapHa/eee per 100 average daily patients in ocnnunity hospitals ^ ave/age annual 
rate of change, adocMrding to geographit: division and Staie: United States, selected years 1^60-1^9 — Oxitinued 

• (Data are. based an reporting by facilities) ' 



, Qeographic 
division and State 



Year 



I960' 



1970 



1975 



1978 



#79 



Period ' 



1960-70 



1970-75. 1975-79 



Vfe^t South Central- 



Arkansas— 
Lcxiiaiana- 
Oklahcna— 
l^xas 



Mount^in- 



HDntana- 
Idaho — 



Wyoning — 
Color acb- 



New Mexico- 
Arizona—^ 
Utah 



Nevada- 



Pacif ic- 



jiteshing ton- 
Oregon 

CaUfomia- 

Al&Ra ^ 

Hawaii 



Number of enployees per 100 average daily patients 



Average annual cate of change 



225 


' 297 


346 


.372 ' 


379 


2.8 


3.1.^ 


2.3 


i09 


' 274 


318 


329 


349 


2.7 » 


3.0 


2.4 


•2lJB 


292 


^ 354 


373 


393 


3.0 


3.9 


2.6 


2ia 




359 . ' 


385 


401 


3.1 


3.9 


2.8 


232 


304 


346 


376 


376 




2. ft 


^.1 


226 \ 


. 299 


354 , 


\ 402 


410 


2.8 


4.0 


3.0 


210' \ 


















247 


aoi 


291 


300 


1.4 


4. a 


-0.1 


255 


281 


32;* 


359 


364 


1.0 


. 2.7 




217 


251 


344 


416 


434 ' 


1.5 


6.5 


6.0 


221 


306 


373 


413 


417 


3.3 


4.0 


2.8 


228 


314 


389 


418 


442 


3.3 


4.4 


3.2 


222 


327 


381 


432 


42^ 


3,9 


3.1 


2.8 


243 . 


304 


388 


439 


447 


•2.3 


5.d 


3.6 


224 


284 


344 


398 


431 


2.4 


.3.9 


* 5.8 


243 


327 




454 


468 


3.0 


4.2 


3.9^ 


263 


3l3 * 


382^ 


422 


433 


1.8 


^ 4.1 


a. 2 


232' 


303 


387 


432 


433 


2.7 


- 5.0 


2.8 


241 


334 


407 


4^3 


480 


3.3 


4.0 


4.2 


220 


301 


385 


456 


445 


3.2 


5.0 


3.7 


226 


^ 278 


357 , 


389 


385 


' 2.1 


5.1 


1.9 . 



'i960 includes hospital i^its of institutions, but excludes students, interns, and residents. 

NOIE: CcRiaunity^ ho^itals include all non-Federal short-stay hospitals classified by the Ajnerican Hospital Association 
according to one of the following services: general medical and surgical; obstetrics and gynecology; eye, ear, nose, and- 
throat; reh^ilitation; orthopedic; other sfiecialty; childrto's general; children's eye, ear, nose, and throat; 
children's rehabilitation; children's orthopedic; and children'? other specialty. 



3CXSCES: American 
permission of the 
SUtistics: Data frcn the 




iation: Hospitals. JAHA 35{15): 383-430, Aug. V, 1961. {Copyright 1961: Used with the 
ital Association.) ;'TIyision of Health Care Statist,ics, National C«iter for Health 
Master Facility Inventory. , ^ , 
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Table 57. CXitpatiiaDt visits per 1^000 patient d£^ in ocnmunity hospitals and average annual rate of chancer 
acxxKding to-.geogra^iiic division and State: United Stated, selected years 1970-79 , 



(Data are based on. reporting by facilities) 





Geographic division 




^ Year 


^ > Period 




» ^ and State 


. 1970 , 


1975 r 1978'- 


1979 " 1970-75 1975-79 



united States- 



Hew E^l^nd- 



^. Maine- 



New Hanfshire- 

, Vermont 

Massachusetts- 
Rhode Island — 
Connecticut—^ 



Middle Atlantic- 



New York- 
New Jerseys 



Pennsylvania 

East North Central- 



Ohio 

Indiana — 
Illinois — 
Mic^gan — 
Wisconsin- 



' West North Centralr- 



Minneaota- 
lowa — » — 



Missouri ^ 

North Dakota- 
Soyjth Dakota- 
Nebraska 

Kansas-- 



South Atlantic- 



Delaware- 
Maryland- 



District of Colunbia- 

Virginia 

West Virginia 

North Carolina 

South Carolina ^ — 

Georgia * ; 

Plor ida ^ 



East South Central- 



Kentucky^ 
Tennessee- 
Alabama — 



Mississippi 




Outpatient visits per 1,000 patient days 



Average annual 
rate of change 

















568 


738 


769 


749 




* 5.4' 


0.4» 




y 




1 ndQ 




7.2 






QAn * 


X, xoo 


\ 

1 n74 






•3.4 


811. 


.1,070 


1,234 


, .1,331 




5.7 


5.6 


596 


954 


1,04^ 


958 




9.9 


0.1 


704 


940 


e 1,031 


lt042 




• 6.0 


2.6 


620 


845 . 


869 ' 


/ 859 




6.4 


0.4 


d4U 






X, UDJ 




Q ^ 

J mJ 


1.1 • 


.d4 / 




• 


07D, 






-0.3 f * 
-0.5^ 




07D 




R77 

Off 




6,4 




CI T 

bi/ 


/uo 


Do J 


- 7n7 




6.4 


0.0 


691 


1,034 


> 1,040 


P,034 


> 


8!4 




513 




762' 


754 




7.4 


0.7 


DUZ 


U / U 


702 


722 




5.9 


1.9 


4o4 


7A1 




771 




8:9 


1.0 






f DO 


694 




6.7 


-1.4 


coo 
boo 


oob 


fi7^ 


7 J J 




8.5 


1.3 


OOI 

ioi 


3/ J 








8-. 5 

•< 


2.2 


373 ^ 


4yy 




*177 




. 6 0 


mm 


309 


387 


" 442 


450* 




4.6 


3.8 


348 w 










8.6 / 


3.4 


468 


573 


4 525 


4&3 




4.1 


-4.2 


150 


211 


267 


258 




7.1 


5.2 


314 


ono 
JUo 


A01 
4Zl 




V • 


-0.4 


2.8 


OCA ^ 


a 4UX 






, 8.7 


2.8 


'494 




I DOX 






7.9 • 


-2.6 


547 


697" 


668 


666 




5.0 


'/-l.l 


674 


1,036 y 


945 


919 




9.0 


' -3.0 


809 


991 • 


910 ' 


• 849 




4.1 


-3.8 


749 ' 


924 


841^ 


•1,006 




4.3 


2.1 


557 


682 


637 


659 




4.1 . 


-0.9 , 


635 


792 ^ 


747 


709 




4.5 


-2.7^ 


509 


664 


4 691 


698 




5.5 


1.3 ' 


456 


608 ' 


667 


^ 699 




5.9 


' 3.5 


489 


679 


716 


699 




6.8 


0.7 


442 . 


570 


^. 


496 




■ 5.2 

s 


-3.4 


'401 


498' 


502 


473 




4.4 


-1.3 


448 


558 


577 


576 




« 

4.5 


* '0.8 


441 


526 


482 


467 


* 


3.6 


-2.9 


344 


422 


486 


> 425 




' 4.2 


0.2 


349 


475" 


465 


\423 


-<> 


6.4 


-2.9 



) 
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table 57. CXitpatfent viaits per 1,000 patient dfi^ in oanmunity ho^itals and average annual rate of changer 
* ^Gootdip^ to geogr^Jiic division and Statet United Spates, selected years 1970-79— Continued 

^ ' (Data are based on reporting by facilities)' 



Gec^raphiSG^vision 
and State 



^ 1970 



Year, 



1975 



X978 



1979 



Period' 



1970-75- 



1975-79 



West South C^tral- 



Arkansas— 
Xiouisiana- 
Oklahcnia— 
Texas 



Mountain- 



■Montanat- 
Idaho — 



Viycniing 

Colorado — 
New Mexioo- 
Ari2 



Arizooa- 
Ut^Ji^ 



Nevada- 



'Pacif ic-=- 



Washington- 



Ortgoo- 
California 
Alaslca- 
Hawaii- 



Outpatient visits pen 1,000 patient days 



Average annual 
rate of change 



' 442 


^ 528 


f 


578 


569 


3.6^ 


» 1.9 








4 








306 


432 


* 


484 


457 , 


' 7.1 


1 A 

1.4 


693 


756 




900 


» 894 


1.8 


4.3 


292 


. . 397 




471 • 


482 


6.3 


c n 
D.O 


421 


♦ 502 




515 


506 




A O 


^525 


781 




, 951 


945 • 


8.3 


X4.9 














337 


538 




726 


646 




4.7 


514' 


748 




'921' 


902 


7.8 


4.8 


342 


670 




'1,060 


^ 1,229 


14.4 




532 


856 




910 


819 


10.0' 




435 


690 




1,028 


1,091 


9.7 


12.1 


648 


780 




950 


911 


3.8 


4.0 


• 677 


^rOlS 




1,359 


lr3P3 


8.4 


8.0 


395 


633 




730 


1,069 ' 


9.9 


14.0 

• 


923 ' 


935 




1,085 


966 


0.3 


0.8 


538 


816 




894 


879 


J.7 


1.9 


612 


7-73 




964 


899 


4.8 


3.8 


im^ 


* 954 




1,112 


986 


-1.1 . 


0.8 


'747 


1,368. 




1,035 


807 


13.2 


-12.7 


1,230 


1,324 




1,530 


998 


1.5 * 


-6.8 



NOTE: Ccrarounifcy.ho^itals include all non-Federal short-stay hospitals' classified by the American Hospital Association 
according to one of the following services: general medical and- surgical; obstetrics and gynecology; eye, ear, nose*aid 
^throat; rehabilitation; orthopedic; other specialty; children's generW.; children's eye, ear, nose, and thi!wt; 
children's tehabtiitation; children's orthopedic; and children's other ajfecialty. 

9CXJHCE: Division of Health Care Statistics, National Center for Health Statistics: Data frcro the National Master .Facility 
Inventory. ) ' ^ ' — - t^ 
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Table 58. Long-stay hospitals ar*(3 beds, aocjor^ing to type of hospital and ownersMp: United SUtes, 1974 and 1979 
• ^ (Data are based on reporting by' facilities) 



Year aiSd type 
of ownership 



All 



Type of hofepital 



leng-stay 
hospitals 


General 


' , " Psychi- 
. ^ atric 


Tubercu- Rehabil- 
losis itationr^ 


Chronic 
• disease 




• 

> 




- 


Niraber 


of h06;^tals 






/ 


^ 677 




37 


* 377 




56 


DD 


OA 


- 450 




31 


' 278 


44 




44 


40 . 


- ^ 52 




23 


27 






- 


2 


- 398 




8 


* 251 


44. » 


13 


44 


V 38 


- 65 . 




2 


51 






6 


5* 


- 162 




4 


' 48 


3 


42 


16 


I 49 


— . 560 




23 


354 


11 




30 




- 354 




16 


^ 247 


10 


» 


39 


30 


— 37 




11 


24 






- 




— 317 




5 


223 


10 


12 


39, 


2m 


- . * 75 




2 


59 




5 


4 


• 5 


*131 




5 


. 48 


1 


33 


15 


29 
























Kimber of beds' 








- 369,238 


20 


rl40 


289,325 


8,019 


7,105 


20,310 


24,339 


- 341,902 

- 4i,011 


19 


,405 


278,998 ^ 


7,821 


3,436 


17,105 


15,137- 


16 


,501 


28,381 








1,129 


- 295,^91 


2 


,904 


250,617 


7,821 


3,436 


17,105 


14,008, 


- 6,172 




335 


4,775 




262 


429 


371 


21,164 




400 


5,552 


198 


3,407 


2,776 


/^,831 



, 19V4 • 
All ownershipe- 



Goverm^- 
Federal— 



State-local- 
Proprietary — 
itonprofit 



1979 ' 
All ownerships- 



Gcvernnent- 
• Federal— 



Statfirloce^- 
ProE»:ietary — 
Nonprofit 



1974 

All ownershipe-T- 



Governm&it 

Federal 

State-local- 
proprietary — 
Nonprofit 



1979 < 
All ownershipe- 



Governoent- 
Federal— 



St^e-local- 
Pro^ietary — 
Nonprofit 




242,521 

216,792 
30,282 

186,510 
7,698 
18,031 



9,406 

8,722 
7,698 ^ 
1,024 ' 

148 

536 



189,352 

177,023 . 
21,696 

155,327 
6,031 
6,298 

_i i 



2,080 


6,U5 


19,045 


16,523 


1,981 


2,499 


15,640 


' 10,927 




_ 




888 


1^81 


2,499 


15,640 


10,D39 




658 


449 


412 


99 


2,958 


2,956 


^ 5,184 



SOURCE: Division of Health Care Statistics, 
Inventory* 



National' Center for^^JeaUh Statistics: Data f ran the National Master Facility 
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Table 5^ Nur84M ha^, bedl, and bed rate, aooording to gpographl^c division and State: 
# United SUtes, 1973 and 1978 - . 

tOata^e baied on reporting by facilities) ^ 



Nursi|ig hoipes 



-V- 



Gepgri^ic ^.^r^ 
division and Number - Beds ^fed irate 

State . , ♦ ^_ * ^ 



7i' 



1973 1978^ , 1973 1978^ 1 1973 1978^ 



united States- 



New England- 



Maine 

New HaR()6hire- 
Vennont 



Massachusetts- 
Rhode Island- 
Connecticut — 



Middle Atlanti^ 



New York 
New Jen 
Pennsyl 



sef — 
valiia- 



East North Central- 



?hio 
ndiana — 
Illinois- 
Michigan — 
Wisocnsin- 



W88t North Central-^ 



Minnesota- 
lowa 



Missouri 

North Dakota- 



South Dakota- 

NetMraska 

Kansas 



South Atlantic- 



Delaware- 
Maryland- 



District of Oplurabia- 

Virginia 

West Virginia 

North Carolina 

South Carolina 

Gec^gia 

nxxid^ 



East South Central- 



Kentucky— 
Tenne sse e 



Mississippi^ ^ 

Se% footnotes at end of table. 



21,834 




18,722 


1,327,704 


1,348,794 


'62.3 


56,1 


2,041 




1,890 


102,647 


101,642 


77.6 ' 


70.0 


341 




353 \ 


9,227 


, , ' 10,733 


76.3 


80,7 


130 




96 , 


5, -873 ^ 


* 6,583 


69.9 • 


68.6 


, 101 




214 


3,902 


4,981 


78.0 


90.6 


945 




829 


53,858 


51,175 


82.6 


73,1 


159 




112 


6,493 


* 7,981 


' 59.6 


66,0 


365 




286 

» ' 


23,294 


20,189 


76.1 


58.0 


2,400 




2,123 


193,281 


221,939 


47.8 


50.7 


1,083 




1,027 


92,888 


104,523 


46.7 


49.9 


549 




487 


34,430 


37,528 


46.9 


45.5 


768 




609 

i 


65,963 


79,888 


49.9 


54,7 


3,790 




2,755 


280,059 


265 r 880 


70.8 


61.8 


1,163 




669 


65,134 


52,007 


62.8 


46,3 


495 




476 


34-, 247 


41,010 


66.8 


73,1 


1*,039 




557 


^ 80,151 


61,487 


71.2 


51.1 


577 




563 


0 48,567 


q;^ 60,238 


61.7 


69.4 


516 




. 490 


51,960 


51,138 


105.0 


93.8 


2,755 




2,521 


168,168 


169,003 


^ 84.8 

• 


79,3 


. 589 




495 


44,661 


44,350 


105.1 


96.0 


678 




488 


35,152 


33,910 


98.5 


89.9 


502 




824 


33,644 


40,588 


57.7 


64,7 


lOT 




79 


6,631 


5,080 


94.7 


65,1 


160 




138 


7,795 


8,647 


93.9 


97.2 


251 




214 


>7,396 


16,586 ' 


92.0 


82,1 


468 




283 


22,889 


19,842 


82.6 


66.8 


2,424 

« 




2,242 


135,768 


15(^007 


41,1 


57.6 


36 




27 


2,213 


2,484 


47.1 


45.2 


204 




183 


17,755 


19,322 


54,5 


52,2 


72 




70 


3,147 


2,873 


44.3 


39.9 


348 




330 


\ 16,732 


21,008 


42.0 


44,9 


137 




125 


4,753 


6,089 


23,3 


27,4 


8^ 




722 


22,145 


24,614 


48.6 


44,7 


123 




161 


8, ISO. 


9,427 


38,4 


36.5 


306 




278 


25,936 


29,768 


64.5 


62.9 


360 




34e - ' 


^ 34,956 


34,422 


29,4 


22.6 


896 




782 


55,734 


65,420 


40,7 


42.4 


312 




237 


18,177 


* 17,551 


A ^^-^ 


45.4 


244 




245 


14,827 


18,461 


/ 1 35.8 


38.6 


- -197 




204 


14,844 


19,246 


41.6 


47.1 


143 




96 


7,886 


10,162 


. 32.6 


37.6 
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Table 59. Nursing hones r beds, and bed rate, aooording to geographic division and State: 
* . United States, 1973 and 1978— Continued 

(Data are based on reporting by facilities) 



1 



liursing hGoies 



Geographic 
division and 
State 



Nunber 



Beds 



'Bed rate 



±y 1 .J 


1 Q7fi^ 




1070 2 
±y to 


1973 "^^^---^78^ 




- 1 ^0 


Idd Q7fi 




72.8 ■ 


61.4 


211 


$ • 


17,952 


16,561 


69.6 


56.7 


212 




17,004 


13,885 


"61.7 


37.5 


417 


222 


•29,512 


17,223 


91.9 


AO A 

48.4 




70D 




7^ fO ft 


74,3 


73.2 






W ^ ^ 




i 




752 

f 






AAf^ 


55.7 


46.9 


105 


67 


4,759 


4,320 


67.0 


53.3 


64 


48 


4,190 


4,381 


56.6 


50.4 


34 


28. 


1,896 


1,982 


59.3 


55.1 


214 


190 


16,670 


19,228 


83.4 


82.9 


66 


{ 43 


3,345 


2,640 


40.6 


25.4 


88 


84 


. 6,430 


6,823 


" 32.8 


25.2 


120. 


72 


4^,556 


4,386 


53.6 


43.d 


41 


29 


1,482 


1,686 


' 39.0 


30.1 


4,989 


4,348 


203,741 


1^9,214 


79.1 


, 62.8 


. 382 


504 


31,147 


i4,909 


^90.5 


87.1 


312 


184 


18,306- ^ 


?^663* 


74.7 


40.9 


•4,145 


3,500 


150,956 


138,219 w 


78.3 


61.5 




' . 12 


606 


1,108^ 


75.8 


110.8 


^ 142 


148 


2,726 


e 3,315 


53.5 


49.5' 



West South Central- 



Arkansas — 
Louislana- 



Oklahcra- 
Texas 



Mountain- 



Montana 

Idaho 

wycming 

Colorado — 
New Mexico* 

Arizona 

Utah 

Nevada — — 



Pacific- 



Washing ton- 
Oregon 

California- 
Alaska 

^Hawaii 



^Nunber of beds per 1,000 population 65 years of age and over. 

^Data for Cedifornia, New York, North Carolina, and the District of Columbia are for^l976. 



SOUBCB: Division of Health Care Statistics, National Center for Health Statistics: Data frcro the National Master, Facility 
Inventory. 



Table 60. Gtoorf national, product and national health esqpenditures: United States, selected years 192^80 « 
,V \» (Data are oonpiled by the Health Care Financing Adni ation) 



Year 



4 * 



Groes 
nationed 
product 
in 

billions 



National health ^esqpenditures 



Amount 
in 

billions 



Percent of ^ 
groes national 
product 



Amount 

per 
ceipita 



192^ 
1935- 



1940- 
1950- 
1955- 



1960- 
196S- 



1970- 
1971- 



^^|972- 



1975- 
1976- 
1977- 
1978- 
1979- 
1980- 



\ 103.4 
72.2 
100,0 
286.5 
400.0 

506.5 
691.0 

992.7 
1,077.6 
1,185.9- 
1,326.4 
1,434.2 

1,549.2 
1,718.0 
1,918.0 
2,156.1 
2,413.9 
2,628.8 



> 3.6 
2.9 
4.0 

12.7 
17 .*7 

26.9 
41.7 

74.7 
83.3 

> 93.5 
103.2 
116.4 

132,7 
149.7 
169.2 
189.3 
214.6 
247.2 



3.5 
4.0 
4.0 
4.4 
4.4 



■r 



7.5 
7,7 
7.9 
7.8 
8.1 

8.6 

8,7 

8,8 

8.8. 

8.9 

9,4 



$ 29.49 

22,65 
29.62 
81.86 
105.38 

146.30 
210.89 

357.90 

394.23' 

437.77/ 

478,34 

534.63 

603,57 
674.14 
754.81 
835.57 
936,92 
1,067,06 



Office of Jtesearch, Demonstrations, and Statistics: National health expenditures, 1980, by R. M, Gibson and 
R. Waldo. Health Gar» Financing Review . HCFA Rib, No. 03123. Health Care Financing Adninistration. Washington. U.S. 

I 



G^verment Printipg Off ige, Sept. 1981 
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Tablfe 61. Personal Malth care expenditures, average annual percent diange, and 
* • ' affecting growth: United States, 1965-80 



rcent (distribution of factors 



(Data a^e oonpiled by the Health Care Financing AcM'nistration) 



Year 4 



Personal 
bea]^ cll^e 
e3q)enditures 
in billions 



Average 
annual 
percent 
change' 



All 
factors 



Factors affecting growth 



Prices 



Population Intensity^ 



1965-80- 



12-8 



100 



Percent distribution 



58 



1966- 
1967- 
1968- 



1969- 



1970- 
1971- 
1972- 



1974- 
1975- 
1976^ 
1977- 
1978- 
197^ 



39.6 
44.4 

50.2 
56.^ 
65.1 
72.0 
80.2^ 
88.7 

loi.o 

116.8 



^-v--^^ 166.7 




189.1.. 
^17^ 



10.6 

12.2 

13.1 

13.4 

14.5* 

10.5 

11.5 

10.6 

12.9 
12.8 
12.1 
13.5 
15.2 



100 
100 
100 
100 
100 
100 
100 
100 
100 
100 
100 
100 
100 
100 
100 



46 
54 
43 
41 
48 
58 
40 
41 
66 
70 
69 
64 
69 
71 
75 



11 
9 
8 
8 
8 

12 
10 
10 
7 
7 
8 
8 
9 
8 
8 



^Refers to 1-year periods unless otherwise noted. 

^Represents charjges in use and/or kinds of servi^ and supplies. 

SOURCE: Health Care Financing A(^nistration: Unpublished data. 
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Table 62. Oonsuner pftce Index (1967«100) and average ai^rmX percent change for all iteros and selected itksm: 

United States, selected Ve^M 1950-80 ' , 

{Data' are based on reporting by sanples of providers and other retail outlets) • 

Item . \ 



Year 



All 
items 



Medical 
care 



Pood 



Apparel 

and ' ' 
► upkeep "7 



Housing 



E^rgy 



Personal 
care 



1950- 
1955- 
1960- 



1965- 
1970- 
^1975- 
1976- 



1977- 
1978- 
1979- 
1980- 



1950-55- 
1955-60- 
196<^65- 
1965-70- 
1^70-75- 

1975- 76- 

1976- 77- 

1977- 78- 

1978- 79- 

1979- 80- 



Consuner Price Index 



i 72.1 


53.7 


74.5 


79.0 






M 7 
D0.<^ 


80.2 


64.8 


81.6 


84.1 








88.7 


79.1 


88.0 


89.6 ^ 


on 1 




OA 1 


94.5 


89.5 


94.4 


93. ,7 


94.9 


96.3 , 


95.2 


116.3 


120.6 


114.9 


116.1 


118.9 


107.0 


U3.2 


161.2 


168.6 


175.4 


142.3 


166.8 


176.6 


150.7 


170.5 


184.7 


180.8 


147.6 


177.2 


,189.3 


160.5 


181.5 


202.4 


192.2 


154.2 


189.6 


207.3 


170.9 


195.3 


219.4 


211.2 


159.5 


^ 202.6 


220.3 


182.0 


217.7 


240.1 


234.7 ' 


166.4 


227.5 


277.7 


195.5 


247.0 


267.2 


255.3 
Average 


177.4 

/ , 

annual percent 


263.2 
change 


364.8 


212.7 


^ 2.2 


3.8 


1.8 


1.3 


2.5 




2.7' 


2.0 


4.1 


1.5 


- 1.3- 


1.9 




3.0 


1.3 


2.5 


1.4 


0.9 


1.0 


0.4 


1.1 


4.2 


6.1 - 


4.0 


4.9 t 


4.6 


2.1 


3.5 


, 6.7 
' 5.8 


^6.9 


8.8 • 


4.2 


7.0 


10.5 


5.9 


9.5 


3.1 


3.7 


6.2' 


7,2 


6.5 


6.5 


9.6 


6.3 


4.5 


7.0 


9.5 


6.5 


7.6 


8.4 


9.9 


3.4 


6.9 


• " 6.3 


6,5 


U.5 


9.4 


11.1 


4.3 ^ 


12.3 


26.1 


7.4 


13.5 Z 


11.3 


d.8' 

* 


6.6 


15.7 


31.4 


8.8 



SOURCE: Bureau of Labor SUtistics, U.S. Departjnen't of' Labor: Consuner Price Index . Various releases. 
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Tdblfi 63. Consuner Price Index <1967«100) for all items and medical care*OQnponent8: United States, 

selected years 1950-80 

(Data are based on reporting S2«|)les of providers and other retajl outlets) 



Iten and 
medical care coqponent 



1950 



1955 



Year 



1960 



1965 



1970- 



1975 



1979 



1980 



ConsuBier Price Index 



CPI, ^1 items 

Less medical care 

CPI, all services=^; 

Ail medical care 

Medical care services- 

Professional services 

Physician services 

Dental services 

Other pcofessional 

services^ 

Other medical care services — 
Ho^ital and other medical 

services' 

Hospital rccsi 

Other 'hospita^and 
medical care services' - 

Medical care oonoodities 

Prescription dioglt- ^r-- 

Nonprescription drugs and^ 

medical sillies' 

Eyeglasses^ — ^ 

Internal an*^spiratory 

oveV-the-oounter drugs 

Nonprescription medical 
equipment and supplies' — 



72.1 


80.2 


88.7 


#1.5 


U6.3 


161.2 


217.7 


247.0 








89.4 


94.9 


U6.1 


160.9 


216.2 ^ 


245.6 


58.7 


7n Q 




. ^ 




~ lAA A 




Q 


53.7 


64.8 


" 79.1 


89.5 


120.6 ^ 


168.6 


240^1 


261 


49.2 


60.4 


74.9 


✓ 87.3 


124.2 


179.1 


258.5 


288.9 










119.7 


164.5 


228.5 


255.0 


55.2 


65.4 


77.0 , 


88.3 


121.4 


169.4 


245.5 


274.3 


63.9 


73.0 


^ 82.1 


92.2 


119.4 


161.9 


217.0 


242«3 














110.5 ' 


122.3 










129.7 


196.9 


295.2 


330.4 














U6.9 


132.7 


30.3 


42.3 


57.3 


' 75.9 


145.4 


236.1 


368.2 


416.3 














^ U5.9 


132.1 


88.5 


94.7 


104.5 


100.2 


103,6 


118.8 


154.7 


168.7 


92.6 


101.6 


115.3 


102.0 


. io;.2 


109.3 


142.6 


155^ 




( 










m.3 


121.3* 














108.0 


U6.9 








98.0 
« 


106.1 ' 


130.1 


172.2 


ibs.V 














no. 2 


U8.9 



'Dec. 1977»100. r 

SOURCE: Bureau of Labor Statistics, U.S. Department of Labor: Consimer Price Index . Various releases. 




Tabl^ 64.-Con8iiner Price index (1967«100) average annual percent change for all iteiDs and medical care oon^xsnents: 

United States, selected years 1950-80 

. , (Data are bas^ on reporting by sanples of providers and other retail outlets) 



Item and 
medicsl care con^sonent 




1955-60 1960-65 



1465-70 



1970--75 



1975-79 1979-80 



CPI, all iteras- 



Less medical care- 



CPI, all services- 



All medical care- 



Medical care services- 



Professional services- 



Physician services — V- 
Dental services ^ — 



Other professional 



services' 



Other medical care services— ;p 
Hospital, and 3^er medical' 
services' ; 



ital tocro- 



r ho^ital and 
raedlc^Ll care services' 



Medical care oonroodities- 
^ Prescription drugs- 



2.2 

3.8 

3.8 

4.2 

3.4 
2.7 



6.9 



1.4 

1.9; 



Nonprescription drugs and 

medical supplies' 1 

Eyeglasses' - 



Internal and respiratory 
over-the-oounter drug s ^ 

Nonprescription roedic2Ll 
e<jjipment and supplies' 



2.0 

3.3 

4.1 

4.4 

3.3 
2.4 



6.3 



2.0 
2.6 



Average annual percent change 

1.3. 

1.2 

2.0 

2.5 

3.1 

2.8 
2.3 



5.8 



-0.8 
-2.4 







6^7 


7.8 


• 13.5 




> 








4*1 


6.7 


7.7 


13.6 


5.7 




6.5 


8.9 


15.6 


6.1 




6.| 


9.2 


11.3 


7.3 




7.6 


% 


11.8 




J 


6.6 




11.6 


6.6 


6.9 


9.7 


11.7 


5.3 




6.3^ 




11.7 










10.7 






8.7 


10.7 


11.9 










13.5 


13.9 




10.2 


11.7 


13.1 










14.0 


0.7 




2.8'* 


6.8 


^9.0 


-^^ 




f.6 


6.9 


9.3 










t 9.0 










8.2 


1.6 




4.1 


7.3 


9.6 


4 











'Dec. 1977=«100. 

SOURCE: Bureau of Labo^ Statistics, U.S. ^^^artroent of Labor: Consimer Price Index. Various releases. 
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Table 65* National health expm3ituces, aocordirq to source of funds: United States, selected years 1929-80 
(Data are oowpiled by the Health.Gax% -Financing Achninistration) 

' Source of funds 



Year- 



All health 
\e3q)enditu»e8 
/ in billions 



Amount in 
billions 



Private 



ABDunt^ 
per capita 



Percent 
of total 



Amount in 
billions 



Public 



Amoiffit 
per capita 



Percent 
of total 



1929- 
1935- 



1940- 



1950- 
1955- 



1960- 
1965- 



1970- 
1971- 
1972- 
1973- 
1974- 



1^75- 
1976- 
1977- 
1978- 
1979- 
1960- 



$ 3.6 
2.9 
4.0 

12.7 
17.7 


$ 3.2 
2.4 
3.2 

♦ 9.2 
13.2 


$ 25.49 
18.30 
23.61 
59.62 
78.33 


86.4 
80.8 
79.7 
^72. 8 
^74.^ 


$ 0.5 
0.6 
0.8 
3.4 
4.6 


t 

- » 


$ 4.00 
X 4.34 

6.03 
22.24 
27.05 


13«6 
19.2 
20.3 
37.2 
25.7 


26:9, 
41.7 


20.3 > 
■30.9 


110.20 
156.32 


75.3 
74.1 


6.6 
10.8 




36.10 
54.57 


24.7 
25.9 


74.7 
•83.3 ' 
93.5 
103.2 
'116.4 


46.9 
51.6 
58.1 
63.9 
69.3 


^^24. 68 
244.36 

271.89 
296.19 
318.18 


62.8 
62/0 
62.1 
61.9 
59.5 


27.^/^ 

31.7 

35.4 

39.3 

47.1 




133.22 

165.88 
182.15 
216.44 


37.2 • 

^.0 

37.9 

38.1 

40.5 


132.7 
149.7 
169.2 
189.3 
214.6 
247.2 


* 76.5 
. 86.7 

99.1 

• 110.0 
124.5 
143.0 


348.08 
390 

442.14 

' 485.29 
543.61 
617.10 


57.7 
57.9 
58.6 
58.1 
58.0 
57.8 


56. Z 
62.9 
70.1 
79.4 
90.1 
104.2 




255.49 
283.51 
312.67 
350.27 
393.31 
449.96 


42.3 
42.1 
41.4 
41.9 
42,0 
42. 2i. 



SOORCE: .Office of Research, Denonstrations, and Statistics; Natiopal health esqsenditures, 1980, by R. M. Gibson and 
0. R. Waldo. Health Care Financ ir^^Review . BCFA Pub. No. 03123. Health Care Financing 'Acteinistr at ion. Washington. U.S. 



Qovement Printing Office, Sept. 
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* Table 66. NAticnal health expenditures average annual percent change, aocoraing to source of funds: United States, 

N selected years 1929-80 

* (Data are cas^ilJ^ by the Health Care Financing Adkninistration) 



Period 



All health 
expenditures 



Source ot funds 



Private 



Public 



Average annual percent change 



1929-80- 



1929- 
1935- 



35- 
5-40- 



1940-50- 
1950-55- 



1955-60- 



1960-65- 
196S-70- 
1970-75- 
1975-80- 



1970- 71- 

1971- 72- 

1972- 73- 

1973- 74- 
1974^75- 



1975- 76- 

1976- 77- 

1977- 78- 

1978- 79- 

1979- 80- 



■v7 



8.6 


7.7 




U.O 




-4 7 




3.1 


D . O 


5 9 




5.9 




11 1 
XX • X 




15.6 


U ■ 7 


7.5 


6.2 


8.7 


9.0 




7.5^ 


9.2 


8.8 




10.4 


12.4 


8*7 




20.8 


12.2 


10.3 . 




15.1 


13.2 


13.3. 




13.1 


11.5 


• 10.0 




14.0 


12.2 


12.6 




a. 7 


10.4 


10.0 




U.O 


12.8 


8.5 




19.8 


14.0 


10.4 




19.3 


12.8 


13.3 




U.9 


13.0 


14.3 




11.4 


11.9 


U.O 




13.3 


13.4 


13.2 




13;5 


15.2 


14.9 




15.6 



' » ■ 

SOURCE: OfflWof Researchr Denbnstrations , and Statistics: Naticnai health expenditures, 1980, by R. M. Gibson and 
D. R. Waldo. Health Care Financirw Iteview . H gA Pub. No . 03123. -Health Care Financing Adddnistration. Washington. U.S. 
Gov€fpT«ent Printing Office, Sept. "tSST ^ - • 
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Table 67. Peraonal health care esqpenditures and percent distribution, according to s^ce of payment: 

United States, selected years 1929-80 

(Data are ccupiled by the Health Care Financing AKMnistration) > 



Year 



All 
personal 
health 
care 
expend!- 
tures 
in 

billions^ 



All 
sources 



ce of peonooent 



Ditect 
payment 



Total 



Ctiird^party payment 



Private 
health 
insurance 



Philan- 

thrppy 
and 

industry Total 



Government 



State 
Federal and 
local 



Percent distribution 



1929- 
1935- 



1940- 
1950- 
1955- 
1960- 
1965- 



1970— 
1971— 
1972— 

1973x- 
1974-^ 
1975— 
1976— 
1977- 

19' 



1980 



$ 3.2 


100.0 


^88. 4 


11.6 




2.6 


9.0 


2.7 


6,3 


2,7 


100.0 


^82-4 , 


17.6 




2.8 


14.7 


3.4 


11.3 




100.0 


^81.3 * 


18.7 




2.6 


16.1 


4.1 


12.0 


10.9 


100.0 


65.5 ^ 


34. S-,, 


9.1 


2.9 


22.4 


10.4 


12.0 


15.1 


100.0 


58.1 


4i.r^ 


16.1 


2.8 


23.0 


10.5 


12v5 


23.1 


100.0 


54.9 


45.1 


21.1 


2.3 


21.8 


9.3 


12.5 


3S.S 


100.0 


51.7 


48.3 


24.5 


2.2 


21.6 


10.1 


11.4 


65.1 


ioo:o 


39.9 


60.1 


24.0 


1.6 


' 34.5 


22.3 


^ 12.2 


72.0 


100.0 


38.6 


61.4 


24.1 


H.7 • 


35.6 


23.3 


12.3 


80.2 


100.0 


38.6 


61.4 


23.8 


1.6 


36^0 


23.6 


12.4 


dS.l 


100.0 


/08.6 


61.4 


23.8 


1.5 


36ll- 


23.8 


12.4 


101.0 


'100.0 


36.1 


63.9 


24.2 


1.5 


38.2 


25.5 


12.7 


116.8 


100.0 


33.4 


66.6 


25.8 


' 1.4 


39.5 


26.9 


12.6 


D1.8 


100.0 


32.6. 


67.4 


26.9 


1.4 


39.1 


27.4 


11.7 


148.7 ' 


100.0 


32.8 • 


67.2 


? 26.9 


1.4 


38.9 


27.6 


11.4 


166.7 


100.0 


32.5 


67.5 


' 27.0 


1.3 


39.1 


27.8 


11.3 


189.1 


100.0 


32.8 


67.2 


26.5 


1.3 . 


39.3 


28.1 


11.3 


217.9 


100.0 


32.4 


67.6 


26.6 


1.3 


39.6 


28.7 


11.0 



^Includes all expenditures for health services and sillies other than expenses toe prepayment and adkninistration, and 
Qoverment. public health activities. ^ 
^Includes any insurance benefits and expenses for prepayment (insurance prendims less insurahce benefits). 



SOURCE; Office of Research, Demonstrations, wid Statistics; National health expenditures, 1980, by R. M.^ Gibson and 
D. R. Maldo. Health Care Financing Review . 'tt:FA Pub. No. 03123. Health Care Financing AdDoinistration. Washington. U.S. 
Oovwmertt Printing Office, Sept. 1981. 



.ERIC 



213 



Table 68, National health expenditures and percent distribution, according to type of expendfture: United States, 

selected years 1950-80 

(Data are oonpiled by the Health Caw Financing Aininistration) 



Type of expenditure 



Year 



> ^All expendittires- 



Health services ^6 supplies- 



Ho^ital care 

Physician services 
Dentist services^ 



Nursing hone oare — r:- 

Other professional sejrvices — 

Drugs and drug sundries- 

Eyeglasses and appliances 

Expenses for prepayment- * 

Gcverment public health activities= 
^ Other health services — t 



Research and oonstruction- 



Researdfe 

Const met ion= 



1950 


1960 


19^5 


1970 


1975 


1979 


1980 






Amount in billions 






9I2.7 


92t.9 


$41.7 




$132.7 




S247 2 




1 


Percent distribution^ 




> 


lUU. u 


inn n 


100.0 


100.0 


100.0 


100.0 


^ 100.0 


92.4 


93.6 


91.6 


92.13 


93.7 


95.2 


95.3 


30.4 


'33.8 


33.3 


37.2 


39.3 


39.9 


40.3 


21.7 


21.1 


20.3 


19.2 


18.8 


1 Q n 


Ifl Q 




7.4 


6.7 


6.4 


6.2 


' 6,3 


6.4 


u 


2.0 


5.0 


6.3 


7.6 


8.3 


8.4 


3.1 


3.2 


2.5 


2.1 


2.0 


2.2 


2.2 


13.6 


13.6 


12. 4^^ 


10.7 




8.0 


7.8 


3.9 


2.9 


.2.8 • 


2.6 


2.4 


2.2 


2.1 


3.6 


• 4.1 




3.6 


3.3 


4.1 


4.^ 


2.9 


1.5 


1:1 


1.9 


2.4 


3.0 


3.0 


4.2 


¥ 4.1 


2.7 


2.8 

( 


2.8 


2.3 


2.2 


7.6 


6.4 


8.4 


7.2 


6.3 


«> 4.8 


4.7 


0.9 


" 2.5 


3.6 


2.6 


2,5 


2.2 


2.2 


6.7 


^ 3.9 


4.8 


4.6 


- 3,8 


2.5 


•2.5 



SOWCE: Office of Research, Demonstrations, and Statistics: National health expenditures, 1980, by R. M. Gibson and 
D. R. *faldo. Health Care Financinf^Review . HCFA Pub.^No. 03123. Health Care Financing AAninistration. Washington. U.S. 
Oowerment Printing Office, Sept. 1981. 
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Table 69/lfetional health exp^itures averag^aftnual percent change, aooording to type^of expenditure: United Statesv 

selected years 1950-80 



(Data are odspiled by the Health Care Financing Adninistration) 

' : 1 ^1- 



Type of expenditure' 



1950-80 



Period 



1950-60 



1960-65 



1965-70 



1970-75 



1975-8P 



All expenditures-^ 



Health services and supplies- 



Hc36pited care— 

Physician services- 
Dentist services — 



Nursing home care 

Other professional services- 
Drugs aund'drug sundries- 



Eyeglasses and applianced- 
Eqpense^ for prepayment- 



Governnent public health activities- 
Other health services 



Resecirch and oonstruction- 




lon- 



Average annual percent change 



1 n d 


1 fi * 
/ . 0 








JLj.2 


10.5 ' 


8.0 - 


• 8.7 
• 


12.7 


12.4 


^ 13.6 


11.4 


9.0 - ' 


. ' 8.8 


14 


13.4 


^ , 13.8 


10.0 


7^ 


B.i 


11.0 


' 11.7 


13.4 


9.7 


7.5 


7.0 


10.9 


11.8 


i'^^r 14-2 


16.7 


10.9 


33.2 


17.5 


16.5 


15.4 


9.1 


"8.1 


2.1 


9.9, 


10.2 


15.7/ 


8.4 


7.8 


7.0 


9.0 


8.3 


^ ^ 10.0 


8.0 


4.7 


8.4 


9.6 


11.0 


9.8 


10.6 


9.1 


7.8 


11.0 


10.3 


18.8 


10.2 


1.4 


14.9 


11.8 


id.o 


17.9 


8.3 


7.7 




*i?.8 


12.4 


7.9 


8.5 


5.9 


15.5 


9.1 


9.2 


6.7 


14.2 


18.9 


16.5 


5.9 N 


10.5 


* 10.4 


7.0 


2.2 


14.9 


11.2 


8.4 


3.6 



Office of. Research, Denxxistrations, and Statistics; National health expenditures, 1980, by R. M. Gibeon ai0 
D. R- Waldo. Health Care Fjofcxring Review . HCFA Pub. No. 03123. Health .Care Financing Achninistration. Washington. U.S. 
Governnent Printing Office,' Sept. 1981. 



F 



ERIC 



2^^ 



■^'t ~ : 

^ Table 70*. HoepitAl expenses per inpatient day, personnel and niinber per 100 patients, and average annual 

percent change: United States, 1971-79 * - * 

V (Data are based on r^rting by a census of hospitals) ' 



Year and period 



Adjusted expenses per inpatient- day 



Total 



Labor2 



.Non- . 
labor 



Labor costs 
as percent 
of total ^ 



\ 



[Personnel^ 



Number 
* in 
thousands 



Nunber 
per 100 
pa£ients 



1 QQQ 


272 


2 

£ fXJJV 


' 278 


2,149 


280 


2| 289 


289 


2 , 3*99 


298 


2,4'83 


/304 


2,5£1 


* 315 


2>662 


323 


2,762 


328 


4.1 


2.4 


2.9 


2.2 


4.5 


0.7 


6.5 


3.2 


4.8 


3.1 


3.5 


2.0 


3.9 


^ 3.6 


3.1 


2.5 


3.8 


1.5 



1971- 
1972— 
1973- 
1974;r- 
1975- 
1976- 
1977- 
1978- 
1979- 



1971-79- 



1 



1971- 72- 

1972- 73- 

1973- 74- 

1974- 75- 

1975- 76- 

1976- 77- 

1977- 78- 

1978- 79- 











63.6 ' ^ 


Oil *C 1 




JO . J / 




0& . w 


iUi. (0 




\(i Q9 
Jo . 7& 




. 0 


113.21 


68.76 


44.45 


— > 


60.7 


133.08 


79.00 


'54.08 




59.4 


152.24 


88.08 


. ' 61A.I6 




57:^' 


173.25 


99.63 


73.62 




57.5 


193.81 


110.82 


82.99. 




57.2 . 


215.75 


122.95 


92.80 




57.0 






0 

Average annual 


percent 


change 


12.6 


11.1 


15.0 
















13.4 


11.6 


16*6 






7.6 


. 6.1 


10.0 






11.2 


9.4 


14.2 






17.6 


14.9 


21. 7* 






14.4 


11.5 


. 18.6 




... 


13.8 


13.1 


14.7 




■ • ■ 


11.9 


11.2 ' 


12.7 






11.3 


10.9 


11.8 







} 



Jitefers exclusively to expenses incurred for inpatient care, 
^labor expenses include enp^ee benefits; 
^Full-time equivalent ^^c^sonhe^j^ 

NOfe: Data refer to non-P^ral short-term general and pther speciality hospitals. , 



SOURCE: American Hospital Association: Hocpital Statistics, 1980 Edition , 
permission of the American Hospital Association.) 




, 1980. (Copyright 



used with the, 
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Table 71. Average annual percent increases in hoepftal inpatient expenses per patient day, acscording to 
contributing factors: united States, selected years 1960-79 

(Data arelbased on a nmber of governnient ^ {private sources) 



Period 



Contributing factor 



1960-^5^ 


1965-68 


' ,1968-71 1971-74 


1974-76 


1976- "J^ 






Average annual percent increase 






6.7 


11.2 


14.3 ' 10.7 


16.0 


12.3 






Percent of total increase 






- . 43 


35 ' 


41 36 


36 


35 


7 


12 


15 28 


. 22 


'34 - 


16 


18 


13 11 


9 « 


11% 


34 


35 


31 25 


33 


20 



Total- 



Wage ratee 

Prices of bo^^ia^ourchases- 

Bo^ital enploye^^'^ 

Otber 



^Statistics calculated on a per patient day basis; statistics for all 'other periods are calculated on a per adjust0d 
'patient day basis. The latter includes an approximation of equivalent services to outpatients. 

^Nonlabor ei^enses such as X-rays, laboratory tests, et^^^ ^ ^ ^ 

NQEtE: For 41971-79, enployee benefits are included as part of the cxnixxient of total hospital expenses. Previously, 
' they were'^lLncluded in the service cooponent. As these benefits ancum to a sizable portion of total hospital e3q>enses 
(7.6 percok iQ 1979), this impacts on the distribution among contributing factors to hospital expenses. 

SOURCES! Anerican Ho^ital Association: fto^ital Statistics, 1^0 Edition . Chicago, 1980; Bureau of T^abor Statistics, 
U.S. DepartiB&it of Labor: Consumer Price Index. Various releases. 
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tSible 72. Nursing hone average nonthly charges percent distribution of residents, according to prinary 

facility characteristics: Oiited States, 1973-74 and 1977 



source of paynents and selected 



(Data are based on a sanple of nursing hones) 



1973-74^ 



1977 



Prinry source of payment 



Prinary source of payment 



Facility characteristic 



All 
residents 



Own 
income 



Medicare Medicaid 



I^]blic 
assisr- 
tance 
welfare 



An- 
other 
sources 



All 
residents 



public ^ 
Medicare Medicaid "othw 



Own 
income 



- sources 
welfare 











Average monthly charge^ 




• 
• 








$479 


$491 


$73K 


$503 


$381 


$22S 


^$689 


$690 


$1,167 


$720 


$508 


$440 




•4 


754 ' 


486 


373 


406 




670 


686 


1,048 


. 677 


501 


562 




427 ^ 


*751 


556 


397 


136 


732 


698 


1,325 


825 


534 


'324 


566 


585 


765 - 


567 


468 


290 




880' 


866 


1,136 


955 


575 


606 


514 


521 


719 


513 


482 






762 


800 


1,195 


739 


623 


630 


376 


388 




375 


33^ 


*389* 




556 


567 




563, 


479 


*456 


329 


377 


• • • 




330 


*89 




390 


447 




• • • 


401 


*155 




























397 


429' 


*625 


431 


296 


*128 




546 


516 


*869 


^ 663 


394 . 


*295 


448 


484 


*786 


449 


356 


186 




643 


686 


*1,141 


634 


49'3 


468 


502 


523 ^ 


787 


508 


.414 


256 




706 


721 


1,242 


691 


573 


551 


< 576 


506 


*689 


656 


' 496 


307 




837 


823 


*1,179 


925 


602 


370 


651 


637 


*957 


718 


538 


131 




918 . 


909 


1,369 


975 


*511 


395 


433 


449 


*738 


s 454 


360 


252 




640 


652 


n,160 


639 


537 


524 


410 


452 


*615' 


408 


306 


278 




585 


585 


n,096 


<19 


452 


342 


454 


487 


*672 


44? 


323 


*314 




653 


663 


*868 


663 


564 


♦499 





























All facilities- 



Ownership 



{ Proprietary^ 



Nonprofit and government— 
Certification^ 



Skilled nursing facility^ 
Skilled nMTsing and 
intermediate facility — 

Intermediate facility 

Not certified s 



ded size 



Less than 50 beds- 

50-99 beds 

100-199 bete 



200 beds or more- 



Geographic region 



Northeast 

North Central- 
South 

Mest 



See footnote at end bf table. 
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T^le J2. Nursing hone average monthly charges ana percent distribution of residents, according to primary source of payments and selected 

facility characteristicss United States, 1973-74 ana 1977— Continued 

' * , (Data are based on a sanple of nursing homes) 



^pi.ty charac^^stic 



, All/ facilities- 



Ownership 



Propc ietary 

Nonprofit and! goverrwent- 



^ Certification^ 

Skilled ^sing facility-- 
Skilled nursing and 

intemediat^ facility 

Intermediate facility 

Not^ feertif ied^ - 



size 



Lras than 50 beds- 
50-99 beds- 



10(}^199 b^ 



200 bed3 or mor^ 



G^raphic region 



RDTtheast^ 

Nor^ Central- 
South— • 

Westx 

^^J-^ 



1973-74' 



1977 



residsits 



Priinary source of payment 



Public 

Own All 

iiSSLe Medicare Medicaid ^ other 

welfare 



All 
residents 



Priinary source of payment 



Own 
income 



Public ^ 
Medicare Medicaid other 
welfare 



Percent distribution of resident^ 



100.0 



100.0 
100.0 



100.0 

100.0 
100.0 
100.0 



36.7 



34.5 
41.9 



100 < 
100. 
100. 
100< 



36.9 

29.8 
35.8 
50.6 



41.5 
37.8 
36.3 
30.7 



1.1 


47.9 


U.4 


3.0 


100 


38.4 


2.0 


47.8 


6.4 


5.3 








• 














1.2 


52.0 


11.0 


1.4 


100 


37.5 


1.7 


49.6 


7.3 


3.8 


0.9 


38.4 


> 12.2 


6.6 


100 


40.4 


2.7 


43:^ 

• 


4.4 


8.6 


2.0 


53.6 


5.3 


2.2 


100 


41.5 ■ 


4.6 


41.4 


7.7 


4.8 


1.1 


59.7 




1.8 


100 


31.6 


2.6 


58.3 


3.2 


4.1 




53.1 


9.7f 


. 1.4 


100, 


3^.3 




55.3 


5.3 


3.1 






39.3 


10.2 


100 


64.2 < 






19.0 


16.7 








9 














*0.6 


37.1 


17.5 


3.4 


100 


49.6 


*1.8 


32.7 


10.5 


5.4 


0.9 


47.9 


10^9 


2.5 ^ 


100 


39.5 


*1.2 


46.5 


8.1 


4.7 


1.3 


50.8 


8.8 


2,8 \ 


100 


38.4 


2.6 


50.4 


4.6 


4.0 


*1.3 


51.6 


12.3 


4.1 1 


\ 100 


28.6 


2.3 


55.5 


4.6 


9.1 


















V 





100.0 


30.6 


1.4 


53.2 


10.5 


4.S 


100 


34;6 


3.3 


53.3 


3.8 


100.0 


44.4 


0.8 


35.6 


16.1 


3.0 


' 100 


44.5 


1.5 • 


42.1 


' 6.5 


100.0 


31.0 


* l.l 


55^ 


10.3 


2.4 


100 


32.2 


*1.4 ' 


. 52.5 


' 8.1.' 


100.0 


37.9 


*1.2 


S4.6 


4.6 


1.9 


100 


41.3 


2.5 


44.7 


f.7 



5.1 
5.4 
5.7 
4.8 



Excludes residents who did not live in the nursing home for at least one nonth. 



'Excludes' residents in personal eare or domiciliary care homes. 
^Includes life-care residents and no-charge residents. 
^^Nedicare extended care f aciHties and Medicaid skilled nursing hemes from the 1973-74 survey were considered to be equivalent to Medicare or Medicaid 
skilled nursing facilities in 1977 toe the purposes of this oonparison. *^ 
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SOroaBS: Natipral Center for Health Statistics: Charges for care and sources of payment for residents in nursing hemes. United States, National Nurslnq 
5^i^i!!?^' *^^.ii^7V. ^ .IV?^'^- statistics. Serl« 13-no. 32. DHEM Pub. No. (PHS) 78-1783. Public Health Service. 

««s«iin$ton. ■ IT.S. Cover i«en^Printing Office, Nov. 1977; The National Nursing Heme Survey, 1977 sunnary for the United States, by J. F. VacMcstrand, 
ei«SS2rt'^S,ui>?afiS ^ Vital and Health Statistics. Series l3-No. 43. CHW Pub. No. (PHS) 79-1794. Public Health Service. Washington. U.S. 
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T^ble 73. Honthly charge for care jMursing hews and percent distribution of residents, aqpording to 
selected facility and residmt characteristics: United SUtes, 1964, 1973-74; and 1977 

(Data are based cn reporting by a smgle ot nursyig hcraes) 

Year 



Facilifi^ and 
resident characteristic 



1964 



1973-742 



1977 



Average Percent Average ^ Percent Average Percent 

total distribution total distribution total distribution 

monthly of monthly of monthly of 

charge^ residents charge^ residents charge' residents 



FKCILITy CHARACTERISTIC 
All facilities 



$186 



100.0 



$479 



IQO.O 



$689 



100.0 



Type of service provided 

Nursing care 

Personal care with or without nursing- 
Ownership 



Proprietary 

Nonprofit and gcvernment-^ 

Size 



Less than 50 beds- 
50-99 beds — 



212 
U7 



205 
145 



67.4 
32.6 



60.2 
39.8 



100-199 beds 

200 beds or more- 



495 
448 



489 
456 



397 
448 

502 
576 



64.8 
35.? 



69.8 
30.2 



15-2 
34.1 
35.6 
15.1 



719 
514 



670 
732 



546 
643 
706 
837 



85.4 
14.6 



68.2 
31.8 



^ 12.9 
^30.5 
▼ 38.8 
17.9 



Geographic region 



Northeast 

» North Central- 

sa»th 



fiest- 



213 
171 
J.61 
204 



28.6 

36.6 
18.1 
16.7 



651 
433 
410 
454 



22.0 
34.6 
26.0 
17.4 



918 
640 
585 
653 



22.4 
34.5 

27.2 
15.9 



vESwexn characteri^c 



All residentsr- 



Age 



l^ider 65 years 

65-74 years 

75-84 years 

85 years and over^ 



186 



155 
184 
191 
194 



100.0 



12.0 
18.9 
41.7 
27.5 



479 



434 

473 
488 
485 



100.0 



10.6 
15.0 
35.5 
38.8 



689 



$85 
669 

710 
719 



100.0 



13.6 
16.2 
35.7 
34.5 



Sex 



Nale-^ 
ftmale- 



171 
194 



35.0 
65.0 



466 
484 



?9.1 
70.9 



652 
705 



28.8 
71.2 



Level of care received ^ 



Intensive nursing care- 
Other nursing care 
Personal care : — 



No nursing or personal care- 



224 
199 
164 

109 



31.0 
28.7 
26.9 
13.5 



510 
469 
435 

315 



40.6 
42.1 
16.4 
0.9 



758 
659 
586 
388 



43.8 
40.7 
14.4 

1.1 



^Includes life-care residents and nc>^chai:ge residents. 
2Data exclude residents of personal care hones. 

SODICE: National Center for Health Statistics: Charges for care and sources for payment for^ residents in nursing homw, 
SS^Sbw?N^^ Nur^Htm* Suvey, Aug. 1973-Apr.^ 1974, by E. Hing. vitaL and Health StatistW Seri« 13-No. 
S^DWPir/N^ 78-178?. PuSic Health service. Washington. U.S. dovemment Printing Office. Nov. 1977, 

Oi^iMished data fr^ 1977 National Nursing Bene Survey. 
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Table 74. Personal health care per capiU expenditures, aooc«:ding to age, source of payment, and type of e3q)enditure: United States, 

selected years 196S-78 ^ 

(Data are oonpiled by the Health Care Financing Adainistration) 



Year and type of expenditure 



All ages 



Under 19 years 



19-64 years 



65 years and over 



Per 
capita 
anDunt 



Source of payment ^ Source of payment Source of pay«nt ^ Source of payment 



Pri- 
vate 



Public 



Per 

capita p^.^ 
vate 



Public 



Per 1 Per 

capita capita 

anount , Public emamt Public 



1965 



All expenditures- 



Hospital care — 
Ptysician servic 



Dentist services 1 

Other professional services- 
Dru3B and drug sundries- 



Eyeglasses and appliances- 
Nursing hone care- 



Other health services- 



1970 

All expendit^es- 



Hospital oare 

Ftiysician service 
Dentist services- 



Other professional services- 

Dnjgs and drug sundries 

Eyeglasses and appliances — 
Nursing hone care- 



Other health services- 



Percent of total 
$188.43 78.9 • 21.1 ^ 



Percent of total 



Percent of total 



Percent of total 



70.46 
42.85 
14.20 
• 5.22 
29.18 

9.44 
10.48 

6.60 



$ 83.02 84.5 



61.3 
93.1 
.3 
.4 
96.6 
98.3 
65.6 
32.9 

r ' 



38.7 
6.9 
1.7 
3.6 
3.4 
1.6 
34.4 
67.1 



22.51 
22.27 
10.04 

1.76 
18.17 

3.98 



64.2 

97.7 

97.5 

95.5 

98.9 - 

98.7 



4.29 12.4 



15.5 

35.8 
2.3 
2.5' 
4.5 
1.1 
1.3 

87.6 



$215.58 


80.8 


^ 19.£ 


$ 472.31 


70.1 


29.9 


87.24 


64.6 


35.4 


175.52 


50.9 


49.1 


49.21 


91.6 


8.4 


92.50 


93.1 


6.^ 


17.85 


99.0 


i.o 


" U.30 


94.4 


5.6 


6.41 


96.4 


3.6 


12.93 


96.7 


3.3 


31.60 


98.0 


•2.0 


61.14 


89.7 


10.3 


12.78 ' 


98.2 


1.8 


13.63 


99.2 


0.8 


2.42 


70.0 


30.0 


97.19 


65.0 


35:0 


8.a7 


45.5 


54.5 


7.99 


8.6 


91.4 



1976 



315.37 


65.9 


34.1 


137.68, 


76.1 


23.9 


337.27 


75.4 


24.6 


853.81 


38.8 


61.2 


133.39 


47.6 


52.4 


45.72 


58.2 


41.8 


153.21 


60.2 


39.8 


348.74 


11.4 


88.6 


68.81 


78.5 


21.5 


36.39 


^9.6 


10.4 


75.90 


89.0 


U.O ^ 


149.80 


38.5 


61.5 


22.80 


95.3 


4,7 


15.80 


93.5 


6.5 


27.88 


96.2 


3.8 


20.42 


9315 


6.5 


7.70 


86.1 


13.9 


2.43 


78.6 


21.4 


9.05 


92.6 


7.4 , 


19.23 


73.3 


26.7 


40.34 


94.2 


5.8 


25.03 


%.4 


3.6 


. 42.42 


95.6 


4.4 


85.63 


88.0 


12.0 * 


10.07 


94.9 


5.x 


4.U 


96.1 


3.9 


13.16 


96.9 


3.1 


15.03 


83.9 


16.1 


22.44 


51.2 


48.8 


'.81 




100.0 


4.18 


29.7 . 


70.3 


204.87 


54.4 


45.6 


9.90 


28.8 ' 


71.2 


7.39 


10.3 


89.7 


U.48' 


39.9 


65^1 


10.09 


8.9 


91^ 



All expenditures- 



Hospital care 

Ptiysician services- 



Dentist servicea- 



Other professional servioee- 
jI^Drugs and drug sundries- 
• 1 



'^eglasses and applianoea- 
Hursing hens care- 



Other health servi ces I 




602.45 


60.9 


39.1 


232.34 


71.1 


28.9 


272.69 


45.2 


54.8 


83.92 


54.4 


45.6 


126. U 


74.5 


25.5 


59.55 


82.9 


17.1 


46.19 


95.2 


4.8 


30.94 


90.4 


9.6 


14.60 


79.5 


20.5 


4.40 ^ 


63.1 


36.9 


58.40 


91.1 


" 8.9- 


34.62 


93.6 


6.4 


14.60 


91.9 


8.1 


5.83 


95.4 


4.6 


52.22 


44.6 


55.4 


.77 




100.0 


17.64 


25.7 


74.3 


12.32 


10.7 


. 89.3 



624.31 y71.1 



300.75 


58.5 


135.52 


84.7 


55.40 


96.7 


16.66 


89.7 


61.10 


93.0 


18.40 


95.5 


16.04 


20.6 


20.43 


34.1 







28.9 

41.5 
15.3 
3.3 
10.3 
7.0 
4.5 
79.4 
65.9 



1,623.88 35.5 64.5 



702.80 
280.39 

43.66 
' 34.91 
111.07 

21.12 
404.96 

18.97 



U.2 
42.2 
?5.5 
59.9 
83.3 
72.9 
50.0 
6.9 



88.8 
57.8 
4.5 
40.1 

16.7 
27.3 
50.0 
93:1 



22 i 
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TSBble 74. Peraonal health care per capita expenditures, aooording to age, source of payment, and type of expenditure: Wiited States, 

selected years 1965- 7&— Continued 

(Data are iled by 



the Headth Care Financing A^dyistration) 



' All* ages 



•Under 19 years 



19-64 years t 



65 years and over 



Year and tff)e of expenditure 



Source of payment 



Source of payment 



Source of payment 



Source of payment 



1977 



All e^qpenditures- 



^Ho^ital care 

^^fiysician services 

Dentist services 

Other profesak^nal serviced 

Drugs and dru| smdries 

Eyeglasses and appliances — 

Nursing heme care 

Other health services 



Per - 
capita 
amount 


Pri- 
vate 


Public 


Per - 
capita 
anount 


Pri- 
vate 


Public 


Per - 
capita 
amount 


Pri- 
vate 

» 


Pi±»lic 


Per - 
capita 
aoKXjnt 


Pri- 
vate 


Public 




Percent of total 




Perc^it 


of total 




Percent of total 




Percent of total 


$674.46 


61.0 


39.0 ' 


$258.77 


71.5 


28.5 


$690.76 


71.2 


28.8 


$1,821.14 


36.1 » 


63.9 


307.13 


45.6 


54.4 


92.84 


54.6 


M5.4 


334.95 


59.2 


40.8 


794.72 


12.0 


88.0 


141.29 


7.4.1 


25.9 


67.61 


84.4 


15.6 


148.66 


84.5 


15.5 


320.59 


41.8 


58.2 


52.69 


95.7 


4.3 


35.33 


91.4 


8.6 


62.85 


96.9 


3.1 


49.96 


96.1 


3.9 


^16.73 




' 22.7 


4.98 


48.9 


51.1 


18.99 


88'.5 


U.5 


39.53 


59.0 


41.0 


62.45 




8.7 


37.1^ 


94.2 


5.8 


65.02 


93.0 


7.0 


123.69 


84.2 


15.8 


15.62 


91. 4\ 


' 8.6 


6.22 


95.2 


, 4.8 


19. 5r 


9^.4 


4.6 


22.50 


69.9 


30.1 


60.44 


45.5 


54.5 


.86 


3.3 


96 .V 


19.36 


20.2 


79.8 


456.18 


51.5 


48.5 


18.11 


27il 


72.9 


13.72 


10.6 


89.4 


21.36 


35.1 


64.9 


D.96 


10.0 


90.0 



1978 



All expenditure 



Hospital care 

Ptiysician services- 



Dentist {service- 
Other professional service 
Drugs and drug sundries- 



Eyeqlasses and applianoes- 

Harsing heme care 

>6ther health services 



752.98 


61.3 


38.7 


286.07 


71.3 


28/7 


763.96 


71.4 


28.6 


2,026.19 


36.9 


63.2' 


340.93 


46.2 


53.8 


101.76 


54.2 


45.8 


369.98 


59.9 


40.1 


868.86 


12.5, 


87.5 


158.08 


73.2 


26.8 


75.06 


84.0 


16^ 


163.56 


84.3 


15.7 


365.70 


40.6 


59.4 


59.64 


95.9 


4.1 


40.01 


91.6 


8.4 


J?0.75 


97.1 


2.9 


56.76 


96.7 


3.3 


19.17 


77:3 


22.7 


5.73 


48.5 


51.5 ' 


— ^1.58 


89.0 


U.O 


44.74 


57.9 


42.1 


67.70 


91.4 


8.6* 


40.63 


92.9 


6.1 


70.02 


93.1 


6.9 


132.61 


84.4^ 


15.6 


17.40 


90.8 


9.2 


6.92 


95.4 


4.6 


21.62 


95.2 


4^8 


24.83 


66.9] 


33.2 


70.64 


46.9 


53.1 


1.00 


1.5 


98.5 


- 23.67 


19.6 


80.4 


518.14 


53.0 


46.2 


19.43 


27.1 


72.9 


14.97 


10.9 


89.1 


22.77 


3B.0 


65.0 


• 14.53 


9.9 


90.1 



SOURCE: Officje of Researd), DoBnstrations, and Statistics: Age differences in healt^ care ^pending, 1978, by C. R. Fisher. Health Care Financing 
Review. KFA Pub. (to. 03O45. Health Care, Financing Atininistration. Washington. U.S. Government iTinting Office, Spring 1980. 
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Table 7SwJ«^iqare expenditures and percent distribution^ aooording to type of service: United States, 

selected years 1967-80 



,ta are compiled by the Heedth Care Financing Adninistration) 



Year 



IVpe of service 



1967 


1970 ' 


1975 


1978 

m 


1979 


1980' 






Amount 


in billions 






; 4.5 


$ 7.1 


' $ 15.6 


$ 24.9 


$■ 29.3 


f 

$ 35.6 






Percent distribution 










\ 








100.0 


100.0 


100.0 


100.0 


100.0 


100.0 


69.0 


71.8 


74.8 


73.9 


73.1 


73.9 


24.7 


22.5 


2i.r^ 


21.7 


22.1 


21.6 


4.6, 


4.2 


1.9 


1.2 


1.4 


1.1 


1.7 


1.4 


1.9. 


3.2 


3.4 


3.4 



TOtal- 



hll service 



aospital care 

Physician services- 
Nursing hone care — 
Other servio«2 



tprelininary estiaates. 

Mother services include hen health agencies, home health services, eyeglasses and appliances, and other ^o£fe8sional< 
services. 

'SOURCES: Office of Research, Demonstrations, and Statistics: National health expenditures, 1980, by R. M. Gibson and 
D. R. Wajbdo. Health Care Financing Review . HCFA Pub. No. 03123.^ Health Care Financing Adsdnistration. Washington. U.S. 
Goverrment Printi/ig Office, S^. 1981; Unpublished ^ta. 
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Table 76. Madicaid expend! tures^ and percent distribution, according to type o£ service: United States, 
, selected years 1967-80 

( (Data are oonpiled from State and Federal Government sources) 



Year 



IVpe of service 



1967 


1970 


% 

1975 


1978 


1979 


1980^ 






Anxxmt in billions 






; 2.9 




$ 13.3 


$ 18.8 


$ 21.7 


/ $ 25.3 

> 






Percent distribution 






100.0 


100.0 


100.0 


^ 100.0 


100.0 


100.0 


42.3 


4/9 


34.6 


^ 37.2 


37.2 


37.7 


10.9 ^ 


13.3 


14.0 


10.6 


9.8 


* 9.1 


4.4 


3.2 


2.9 


Z.l 


1.9 


2.0 


0.9 


1.4 


1.5 


2.1 


1.9 


2. a 


7.2 


7.9 


6.6 


5.9 


5.6 


5.2 


31.7 ' 


21,2 


36.0 


38.8 


40.5 


40.9 


2.6 


4.1 


4.4 


3.2 


3.3 


3.2 



Ttotal- 



All services- 



^^ospital care 

Physician services- 
Dentist services — 



Other profess ional» services- 
Drugs and drug sundries 

Nursing home care- 



Other health services3- 



^Ej^jenditures from Federal, State, and local funds under Medicaid. Includes per capita payments for Part B of Medicare 
and Excludes acteinistrative costs. 

^eliminary estiinates. X 

^Other services include laboratory and radiological services, hone health, and family planning services. 

SOURCES; Office of Research, Denonstrations, and Statistics; National health expenditures, 1980, by R. M. Gibeon and 
D. ft. Waldo. Health Care Financing Review . HCFA Pub. No. 03123. Health Care Financing Aininistration. Washington. U.S. 
Goverment Printing Office, Sept. 1981; Unpublished data. 



ERLC 



228 



213 



Tahl€ 77. Veterans' aedical care. expenditures^ and percent distribution, according to ^pe of expenditure: United States, selected fiscal years 

1965-80 

(Data are ccnpiled frcn Veterans AcMnistration sources) 



Year 



Type of 'e]q)enditure 



Tbtal- 



All ejqpenditures- 

Inpatient ho^ital 

Outpatient care- 



Vh nursing hcnes and 
doBiciliaries 



CQMunity nursing hOKS- 
All others^ 



1965 


1970 


1975 


1976 


19772 


19782 


. 19792 


19802 








ABDUnt 


in millions 








$1,150*1 . 


$1,688.6 


$3,328.2 


$3,838.8 


$4,376.3 


$4,809.3 


^ $5,159.5 


$5,981.3 


I 






Percent distribution 








100.0 


100.0 


100.0 


AOO.O 


100.0 


100.0 


100.0 


100.0 


81.9 


71.3 


66.4 




64.8 


64.3 


64.4 


64.3 


' 12.0 


14.0 


17.8 


18.5 


18.8 


18.9 


18.5 


19.1 


2.9 


4.3 


4*8 


4.8 


4.8 


5.1 


9 

5.1 


5.1 


0.0 


1*.2 


i.4 


1.5 




* % 1.8 


1.9 


2.0 


3v2 


9.1 


9.6 


9.7 


" ' 9.8 


10.0 


10.1 


9.6 



^NBdical>care expenditures exclude construction, nedical acMhistration, and adscellaneous operating expenses. 
2Data foe fiscal year ending S^>teiter 30; aU other data for fiscal year ending June 30. 

3include8 miscellaneous benefits and services, contract ho^itals, education and training for 1969-79, subsidies to State veterans* hospitals, nursing 
homes, and domici^iaries, vRTdb^ Civilian Health and Nedical Program of the Veterans Mninistration. 



SOURCE: Veterans Administfation: Unpublished data from the Budget Office. 



T^bltjp. Nationai funding^fc^ health resoarch'and dev^Xopoent and average annual percent change, according to 

j^oe of funds: Itoited States, selected years 1960-80 

i ■ . 

^ (Data ^e based on nuXtipie sources) 



Year and period ^ 



All 
funding 



Sou^^i 



t funds 



Governnent 



Federal 



State 

and 
iocal^ 



?riv9t 
Industry ^ ' nonprofit 
organiiatid 



1960- 



1969- 
1970- 
1971— 
1972— 
1973— 
1974— 
1975^- 
W76l- 
1977^- 
1978^- 
1979^- 
1980^- 



, 1960-80e- 
1960-69^ 



1969- 79- 

1970- 71- 

1971- 72- 

1972- 73- 

1973- 74- 

1974- 7S- 

1975- 7$- 

1976- 77- 

1977- 78- 
197«p-f9- 
1979-80- 



U 
13 
9 

U 
U 
5 

18 
5 
8 

10.0 
U.7 
13.5 
U.3 



Amount in millions 



$ 884 


$ 448' 


$ 44, 


$ 253 


$139 


2,785 ' 


1,674 


l44 


/15A 


213 


2,846 


1*667 


169 


/ 795 


215 


3,167 


1,877 


197 


f '860 


233 


3,527 




^28 


^925 


227 


3,735' 
«4,431 


'2,Z25 


245 


1,033 


232 


2,754 
2,832, 


i54 


1,171 


352 


4,688 


286 <tt 


1,306 


264 


5,084 


3,059 


312 


Jk»446 


267 


5,594 


3,396 


338 


1,587 


27^1^ 


6,249 


3$6 


1,770 


282 


7,093 




415 


2,055 


% 302 


7,891 ^ , 


455 


*2,391 


32?. 



Avera^ annual percent change 



12.5 
15.8 

9.9 
12.6 
14.4 

3.6 
23.8 

2.8 



8 
11 
12 
13 

9 



12 
14 
U 
16 
15 

7 

3 
12 

9 

8.3 
14.^ 

7.5 

9.6 



4 

1 
2 
6 

7 - 
5 

r 

1 







U.9 


43V 


12.9 




10.5 


3.5 


8.2 


8.4 


7.6 


-2.6 


11.7 


2.2 


13.4 


8.6 


U.5 


4.8 


10.7 


1.1 


9.8- 


. 2.3^ , 


U.5 


3.3. * 


16.1 


7.1 


16.4 


6.6 



^Revised figures^ V * ^ 

^ ^incXudes e3?)enditures for drug r^Joarch. Ttiese eaqpenditures are Included in the "drugs and sundries* oan|X3n*t'of the 
^ Health Care Financing Adoinistr^tion^s Hatlonal .Health Esqsenditure Series, not under "research." 

^BBtijpates, 

-» ' * . , • 

dGCSCB: Office of Program Plannifig and Evaluation, National Institutes of Health, Public Health Service: Select data. 
/ ^ • . ' - 
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Table 79* Federal obligations for heaith research and developnent and percent distribution, acxx>rding to agency: United States^ 

fiscal years 1970-8a 

(Data are compiled from Federal Government sources) • 



Year 



1970 



1971 



1972 



1973 



1974 



1975 



1976 



1977' 



1978' 



197f>' 



1980' 



•total- 



All Fiederal agencies- 



* Aaount in milMSns 

$lr666*6 $lr876.6 $2,147*3 $2,225*3 $2,753*6 $2,831*7 $3,058*7 $3,395*9 $3,81li2 $4,321*2 $4,723*4 

^ 



100*0 100*0 100*0 100*0 



Percent distribution 
^*0 



100*0 100*0 100*0 100*0 100.0 100*0 



Depertaent of Health and Bman 



Servioes- 



idlional Institutes of Health- 
Other Public Health Service- 



Other Departaent of Health and Hunan 
Services 



Other eigencies- 



Depactapl of Agriculture- 
rtiSnt 



Depart 



of Defense- 



D^tetaent of Education^ 
Dfepartffent of Boergy^ 



Dqartaent ctf the Interior 

D iyrtfcU w n t of Tran^xxtation 

Agen^ for International Developnent- 

Atoiic Energy OLfission^ 

OoneuKr ProdKkrt Safety OcndssiGn — 
Biergy Research and Developnent 
A*dni«tration^* 



ftivironnental Protection Agency^ 
Rational Aeronautics and Space 
AdUnistration ^ 



National Science ftxmdation 

Veterans Aaidni8tration% 

All other dqpartaents and agencies- 



70*6 ^ 


,70*1 


73*8 


72*3 * 


76*0 


' 77*6 


77*9 


78.1 ^ 


79*0 


79*9 


78*2 


52*4 


^55*4 


59*2 


59*5 


63*1 


iS6*4 


67w4^ 


67*1 


67*7 


68*3 


67*4 


16*2 
4 


13*2 


12.8 


11*5 


11*4 


9*8 


' 9*4 


9.1 


9*6 


9*7 


9.7 


2*0 

c 


1*6 


1*7 


1*4^ 


1*5 


. 1*3 


1*1 


1*9 


1*8 


1*8 


1*1 


29*4 


29^9 


26*2 


Z7*7 


24*0 


22*4 


22*1 


a*9 


21*0 


20*2 


a*8 


3*0 


3*2 


3*1 


2*7 


2*2 


2*2 


• 2*0 


2.5 


2*5 


2*6 


3.1 


7*5 


6*6 


5*9 


5*7 


4*3 


4*1 


3*9 


4*4 


4*3 


4*3 


4.5 






* * * 


* * * 






* • % 


• * * 


• * * 


• * • 


0.7 












* * « 


* * * 




5*1 


4.4 


4.5 


6**7 


1!2 


lie 


i!5 


r*2 


.0.3 


0*4 


6**3 


0*4 


a. 5 


0.5 


0.6 


2*2 


1*8 


2.9 


2*4 


0*4 


0.2 


0*2 


. 0.2 


0.1 


0.1 


0.6 


0*8 


0*7 


0*7 


0.4 


. 0*2 


0*3 


0*7 


0.^ 


^ 0.5 


}^ 


6*3 


5*6 


4.8 


5*0 


t» ... 




* * . 


. . * 


• • . 






. . * 


. * * 




* * . 


0.2 


6**3 


0*2 


0*2 


0*1 


6!l 


0.1 














5.5 


5.3 




... 


. * . 




0.7 


0*7 


6.9 


/ 0*7 




2*1 


1*7 


1.5 


1*6 


1.7 


5*2 


4.0, 


2*3 


1*9 


2*9 


2.6 


2.44^ 


1*4 . 


1*5 


1.0 


1.5 


1*7 


1*8 


1*7 


2.0 


1.7 


1*6 


1*7 


1.6 


1.7 


1.7 


1.6 


3*5 


' 3**3 


3*2 


3.3 


3*1 


3*3 


3*2 


3.2 


3*0 


3.0 


2*8 


0.3 


0.3 


0.3 


0*9- 


0*7 


0.3 


0*3 


0*3 


0.2 


0.2 


^ 0.2 



^Data for fiscal year ending Septaiter 30; all other data for fiscal year ending June 30* 
^Foraerly a part of the Department of Health, Education, and Welfare* ^ 

^Data>for the Atcnic Biergy Ocssdssion, Energy Research and Develcpnent Administration, and Departaent of Ehergy fonn a continuous series* 



SOOICB: Office of Progr< 




and Evaluation, National Institutes of Health, Public Health Service: Selected data* 



973 



c 



APPENDIX I: Sources and 

Limitations ^ 
of Data 




/ 



\ 



0 



er|c 



234 



Contents ^ 



Introductioa . — — I * • ; 221 ^ % 

^Department of Health and Human Services ^ 

^ Public Health Service ' ' 

Office of Health Research, Statistics, and Technology 
National Center for Health Statistics 

National Vital Registration System 222 

National Survey of Family Growth 222 

National Health Interview Survey '../.... ^ 22? • 

National Health Examination Survey 223 

National Health and Nutrition Examination Survey 223 

National faster Facility Inventory .224 

National Hospital Discharge Survey . * . ' 124 

^ I National Nuriing Home Survey ^ 225 

National Ambulatory Medical Care Survey 225 

National Survey of Personal Heahh Pr^ices and ) 

Consequences , 226 

National Center for Health Services Research 226 

National Medical Care Exp^diture Survey 226 

Household Survey . < ^ 226' 

Physicians' Practice Survey 226 

Employer Health Insurance Cost Survey 227 

Health Insurance/Employer Survey — : • • • 227 

Health Resources AdminisUation 
Bureau of Health Professions 

Medical Specialist Supply Projections .\ - 228 

Health Manpower Shortage Areas J r^- 228 

Center for Disease Control ^^^^^ 
i Bureau of Epidemiology 

National Morbidity Reporting System 229 

Abortion Surveillance • ^ 229 

Bureau of State Services 

U.S. Immunization Survey 229 

Alcohol, Drug Abuse, and Mental Health Administration > ^ 

National Institute of Mental Health 

Surveys of Mental Health Facilities ^. 230 

Health Care Financing Administration ^ 
Office of Research,. Demonstrations, and Statistics ^ 'v__ 

f Estimates of National H^th Expenditures f 230 

Department of Commerce 
Bureau of th'e Census 

U .S. Census of Population ! ^ 230 

Current Population Survey . . . . < r: 

Population Estimates and Projections iJi 




235 



219 



Dcpartmeitf of Labor i < ^ 

Buretu 6f Labor Sutittics 

Gawumer Price Index ^ * 231 

j Emi)loyment and Eaminf9 232 

Emirbfunentid Protoption Agency ^ . . 

NalkmalAercmietric Surveillance Network^ '232 

Uhtted Nadonf ^ ^ ^ 

Demographic Yearbook \ . . . 1 232 

World HeaMi OijUnization 

Heihh Statistics Annual ? • 232 

Alan Ottttmacber lastitute 

Abortion Survey 233 

American Dental Association 

^ Survey of Dental Practical y 233 ' 

American Hospital Association * ^ y a 

Annual Survey of Hospitals ... « — ^ 233 

American Medical Association ' v ^ 

Pbysidfm Mastcrfilc * 233 

' Annual Census of Hospitals ', '.f.. 234 



Appendix I: Sources and Limitations of Data 



Introdoction 

This rqx>rt consolidates the most current dau on the 
health of the population of th» United States, the 
availability and use of heahh resources, and health care ex- 
penditures. The information was obtainti from the data 
files ind/or published reports of many g^emmental and 
jsongevemmestal agencies and organizatidns. In each 
case, the sponsmng agency or organization colkcted data 
using iu own methods and procedures. Therefore, the data 
in this report vary cOTsiderably with respect to source, 
method of ctrikction, defmitions, and refo-ence period. 

Generally, the data presented in the detailed ubles are 
from the on|oing dau collection ^sy^ems of the National 
Center for Health Sutistics (NCHS^. However, heahh care 
tiumpower data come primarily from the Bureau o£ Health 
Professions, Health Resources Administration, a^ the 
American Medical 'Association. National health expend- 
itures data were compiled by the Office of Research, 
Demonstrations, and Statistics, Health Care Finahdng 
Administration. 

Although a detailed descripcion and comprebentive evahia- 
tion of each data source is beyond the scope of this a|i|gendix, 
users shcndd be aware of the general strengths and wea^esses 
of the different data collection systems. For .example, 
population-based surveys obtain socioeconomic data, data on 
family characteristics, and information on the impact of an 
iD&ess, such as days lost from work limitation of activity. 
They.are hmitcd by the amount of infonnation a respmdent 
remembers or b willing to report. Detailed medical informa- 
tion, such as precise diagnoses or the types of operations 
performed, inay not be known and so wiB not be rqx>rted. 
Conversely, health care provickrs, such as physicians and 
hospitals, usuaBy have good diagnostic information but little 
(^no infonnation about the socioeconomic characteristics of 
individuals or the impact of an illness on the individual,; 

The population covered by different data collection 



systons may not be the same, and understanding the <iif- 
ferences is critical to interpreting the data. Data on vital 
statistics and national expenditures cover the entire 
population. Most data on morbidity and utilization of 
health resources cover only the civilian noninstitutional- 
ized population. Thus, statistics are not included for 
military personneh>jril<5^arc usually young; for institu- 
tionalized people, who ^y be any age; or for nursing 
home residents, who are usually old. 

All data collection systems are subject to error, and 
records may be incomplete or contain inaccurate informa- 
tion. People may not remember essential information, a 
question may not mean the same thing to di^ereht 
responifents, and some institutions or individuals may not 
respond at all. The sponsoring agencies do the best they 
can, but it is not always possible to measure the magnitude 
of these errors or their impact on the data. Where possible, 
the Ubles have notes describing the universe and the 
q^ethod of data collection tollable the user to place his or 
her own evaluation on the data. In many instances, data dp 
not add to totals because of rounding. 

Sutistics based on samples have sampling errors in addi* 
tion to errors mentioned above. A sampling error is a 
measure of the variability introduced because only a sam- 
ple of the universe was taken. The fact that a sample has an 
additional source of error does not mean that sample daU 
are less reliable than full-count dau. Frequently, the 
money saved l)y Uking only a sample is spent on reducing 
other forms of error through more pretesting of survey 
forms, better quality control, and other measures. 

The descriptive summaries that follow provide a general- 
overview of study design, methods of dat a colle ctk>n, and ^ 
reliability and validity of the daU„.^M5rc coihfdcte and 
detailed discussions are found in the pi^fohcations refer- 
enced at the end of each summary. The data set or source is 
listed under the agency or organization that sponsored the 
dau collection. 
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DEPARTMENT OF HEALTH 
AND HUMAN SERVICES 

Public Health Service 

OFFICE OF HEALTH RESEARCH, 
STAT^TICS, AND TECHNOLOGY 

National Center for Health Statistics 



NfttionI Vital Rejibtnitioa Syilefli 

The vital registration system of the National Center for 
Health Statistics (NCHS) collects and publishes d^U on 
births, deaths, marriages, and divorces in the United 
States. Fetal deaths are classiHed and tabulated separately 
from other deaths. 'The Division of Vital Statistics obtains 
information oil' births and deaths from the registration of- 
^ fices of all States, certain cities that perform their own data 
• collection, the Di^fict of Columbia, Puerto Rico, the U.S. 
Virgin Islands, and Guam. Geographic coverage for births 
and deaths has been complete since 1933. 

Until 1972, microfilrp copies of all death certiHcates and 
a 5(Vpercent sample of birth certificates w^c received from 
all registration areas and processed by NCHS. Beginning 
in 1972, some States began sending their data to NCHS 
throygh the Cooperative Health Statistics System (CHSS). 
States that participate in the CHSS program process 100 
percent of th^ death and birth records and send the entire 
data file to NCHS on computer tape. The number of par- 
ticipating States has grown from 6 in 1972- to 44 in 1980. 

The standard certificates orbirth,'death, and fetal death 
recommended by NCHS are niodified in each registration 
area to sef ve the area's needs . However, most certificates 
conform closely in content and arrangement to the stand- 
ard certificate, isA all certificates contain a minimum data 
set specified by NCHS. ^ , \ 

In most areas, practically all births and deaths are 
regisiered.^lie nvosi recent survey of the completeness of 
birth re^stration, conducted on. a/sample of births from 
1964 ta 1968^, showed that 99J*p«fcent of all births in the 
United^Siites during that period Were registered. No com- 
parfblflf information is ^^vailafok^ for deaths, but it is 
ginetaily .believed that ^kath registration in the United 
^'States Si a}- lea^ as comp^tie^ as birth registration. 

FOt toore information; $ee: Naiional Center for Health 
Siaristics, ViUti Statistics of the United States, 1976, Vol. 1, 
' DHHS Pub . >io< (PHS) 80-1103 ^nd Vol, II, Part A, 
DHEW Pub. i^o..(PHS) 79-U14, Public Health Service, 
^ Washington, U.S. Gover^ent Printing Office, 1980 and 



i^. If 

NfttioMlSwirey of Family Growtk \ 

Data from the National Surve/ of Family Growth 
(NSFG) are base^ on a five-stage area probability sample 
of civilian noni^stitutionalized women living in the coter- 
minous Unitc^^tates who are 1 5-44 years.of age and who 
are current^ married, previously married, or never mar- , 
-rted but have offspring living^in the household. 

The counties and independent cities of the United States 
were combined to form a frame of primary sampling units 
(PSU's), and 101 PSU's were selected as the first-stage 
sample for Cycle I of NSFG, conducted from June 1973 to 
February 1974. The next three stages produced a clustered 
sample of 28,998 households^Whin the 101 PSU's. At 
26,028 of these households (89.8 percent), a household 
screener interview was completed. These screeners pro- 
duced a fifth-stage sample of 10,879 women, of which 
9,797 were interviewed. 

Cyck II of NSFG was conducted from January to 
September 1976. The sample design was basically the same 
as it was in Cycle I. The sample consisted of 27,162 
households in 79 PSU's. Household screener interviews 
were completed at 25,479 of these households (93.8 ' 
perceilt). Of the 10,202 women in the sample, 8,611 w«"e 
interviewed. 

In order to produce estimates for the entire population 
of eligible-women in the United States, data for the inter- 
viewed, sample women were inflated by the reciprocal of 
the probability of selection at each stage of sampling and 
adjusted for both screener and interview nonresponse. In 
addition, estimates for ever-married women in 12 age-race 
categories were poststrat^ied to benchmark population 
values based on data from the Current Population Survey 
of the U.S. Bureau of the Census. 

Quality control procedures for interviewer selection, in- 
terviewer training, field listing, and data processing were 
built into NSFG to minimize nonsampling error and bias. 
In addition, the nonresponse adjustments in the estimator 
were designed to minimize the effect of nonresponse bias 
by assigning to nonrespondents the characteristics of 
similar respondents. Sampling errors for NSFG were 
estimated by balanced half-sample replication. 
( Discussion of the balanced half -simple technique, sum- 
tBkn sampling error charts, and detailed information on 
tne NSFG sample design are available in the foDowing 
reports: National Center for Health Statistics, National 
Survey of Family Growth, Cycle I, sample design, estima- 
tion procedures, and variance estimation, by D. K. French, 
Vital and Health Statisks, Series 2-No 76, DHEW Pub. 
No. (PHS) 78-1350, Public Health Service, Washington, 
U.Si Government Printing Offife, Jan. 1978, and National 
. C:cnter for Health^Statislics, National Survey of Family 

. Growth, Cycle U; sample design, estinlation jkocedures^ 
and variance estimation, by W. R. Grady, Vital and 
Health Statistics, Series 2-No/87, DHHS Pub. No. (PHS) 
8M361, Public Health Service, Washington, U.S. 

, Govwtiment Prmting Office, Feb. 1981, 
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Natioul Hcaltk iBlcnrkw Smnty 

The Natiwial Hetltb lotervicw Survey (NHIS) is a continu- 
ing nationwide sample survey in which data are collected 
through personal housdiold interviews. Information is ob- 
tained on persodal and demograi^iic characteristics, illnesses, 
injuries,' impairments, chronic conditions, utilization of 
health resources, and other health topics. The household 
questionnaire is reviewed each yetS, with supplemental topics 
being added or deleted. For most topics, data are collected 
over an oitire calendar year. The universe for NHIS is the 
civilian mminstitutionalized population of the United States. 
Members of the Armed Forces, U.S. nationals living in 
foTOgn countries, and persons who died diiring the reference 
period are excluded. 

The survey is based on a multistage, probability cluster 
sample of 376 primary samplinx units selected from ap- 
proximately 1,900 geographically defmed uniu in the Hrst 
suge, and 12,000 segments containing about 42,000 eligi- 
ble occupied households in the fmal stage. The usual NHIS 
sample is about 111,000 persons in 41,000 interviewed 
* households in a year. The response rate is ordinarily about 
96 percent of the eligible households. National estimates 
are based on a four-stage estimation procedure involving 
inflation by the reciprocal of the proflfeUity of selection, a 
nonresponse adjustment, ratio^^djustment, and 
posts tratiflcation. 

For more detailed information on NHIS design, limiu- 
tions of data, and sampling errors of the estimates, see: 
National Center for Health Statistics, Current estimates 
from the National Health Interview Survey, UnitedStates, 
1979, by S. S. Jack and P. W. Ries, Vitai and Health 
Statistics, Series 10-No. 136, DHEW Pub. No. (PHS) 
81-1564, Public Health Service, Washiijgton, U.S. 
Government Printing Office, 1981. 



NadouJ HeaM ExamlaatiOB Sarrey 

The National Heahh Examination Survey (NHES) is a con- 
tinuing nationwide sample survey conducted by the N^nal 
Center for Heahh Statistics in which data for detennining the 
health status of the pojSblation are collected through direct 
standardized physical examinations, clinical and laboratory 
tests, and measurements. The content of the NHES program 
is revised periodically and selected com|onents are added or 
deleted to meet the current needs for hmhh data of this type. 

For the first program or cycle of the National Health Ex- 
amination Survey (NHES I), 1960-62, dau were collected 
on the total prevalence of certain chronic diseases as well 
as the distributions of various physical and physiological 
measures, including blood pressure and serum cholesterol 
levels. For that program, a highly stratified, multistage 
probability sample of 7,710 adults, of whom 86.5 percent 
were examined, was selected to represent the 111 miUion 
civilian noninstitutionalized adults 18-79 years* of age in 
the United States at that time. The' sample areas consisted 



of 42 primary sampling units (PSU's) from the' 1,900 
geographic units. » 

In 1971, a nutrition surveillance component was added 
and the survey name wasVhanged to the National Health 
and Nutrition Examination Sv^ey. 

For further information on^HES I, see: National 
Center for Health Statistics, Cycle I of the Natioi^alH^th 
Examination Survey, sample and respoxise» Uaited Stated 
1960-1962, T. Gordon and H. W, Millar, Vital and Health^ ^ 
Statistics, PHS Pub. No. (OOO-Scries 11 -No. 1, PubUCj 
Health Service, Washington, U.S. Government Printing^ 
Office, Apr. 1964. 



National Hcmlth and Natrttioa ExaaiiaatlOB Sarvey * / 

This survey collects fcieahh-related data that^cl? be ob- 
tained only by direct physical examination, clinical aad/^ 
laboratory tests, dj\d retalcd measuremw procedures.- In 
the first NationaJ Health and Nutrition Examifiaiion 
Survey (NH ANES-1), a ^lajor purpose was to measure and 
monitor indicators of .the nutritional status of 
American peoplls^hrough dietary intake data, biochemical 
tests, physical measurements, and clinical assessments for ^ 
evidence of nutritional deficiency. Detailed examinations* 
were given by dentists, ophthalmologists, -and <|w- 
matologists with an assessment of nced for treatment. In 
addition, data were obtained for a subsample of adults on .• 
overall health care needs and behavior, add more detailed 
examination data were collected on cardiovascular,^ 
respiratory, arthritic, and hearing jipnditions.^ 

The NHANES-I target population was the civilian 
noninstitutionalized population 1-74 years of age residing 
in the coterminous United States, except for people 
residing on any of the reservation lands set aside for the 
use of American Ihdians. The sample design was a 
multistage, stratified probability sample of clusters of per- 
sons in laK3^>ased segments. The sample areas consisted of 
65 primiU7 sampling units (PSU's) selected from the 1 ,900 
PSU\ in the cot^nninous United^ States. A subsample of 
persons 25-74 years of age was selected to receive the more 
detailed health examination. Groups at high risk of 
malnutrition were oversampled at known rates throughout 
the process. 

Household interviews were completed for more than 96 
percent of the 28,043 persons selected for the NHANES-I 
sample, and about 75 percent (^,749) were examined be- 
tween 1971 and 1974. 

The estimation procedure used to produce national 
statistics involved inflation by the reciprocal of the 
probability of selection, adjustment for nonresponse, and 
poststratified ratio adjustment to population totals. Sampling . 
errors also were estimated to measure the reliability of the 
statistics. 

For more information on NHANES-I, see: National 
Center for Health Statistics, Plan an^ operation of the Na- 
tional Health and Nutrition Exantfhation Survey, United 
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Nati<^l Mas^r JTaciUty Tavtlitory 

*: -The National/ Master Facility luventpf'x (N.Mfl) is 
-cWprfhcnsivc/f^ ihpatii^nt. health facilitiesi«st^ 
Utiited States/ The three broad categories of facffitie^iH 
NMFI ar< hospitals, nursing aad related carejtomes, and 
othfj custodial or reinedial' car^ f^Uies. To be included 
in tiMFI, hospitals rilust'havc it leajst six inpatient beds, 
•and nursing aiTd related care honies must have at least 
three inpaiieni beds. * J 

NMFI is kept current bycthe periodic addition of names 
%nd addresses obtained from S tate licensini^jif^cics for 
all newly established inpatienfl^cilities. Tn ^addition, an- 
nual surveys of hospitals and periodic survey* of nursing 
homes and other facilities are conducted to update name 
and location, type of business, number of beds, and 
number of residents or pauents in the facilities. 

From 1968 through 1975, the hospital survey was con- 
duaed in conjunction witf\ the American Hospital 
Assoaation (AHA)' Annual Survey of Hospitals. AHA 
performed the dau collection for its member hospitals, 
while the National Center for Health Statistics (NCHS) 
collected the dau for the approximately 400 non-AHA 
registered hospitals. Since 1976, however, all of the data 
collection has been performed by AHA. 

Hospitals are requested to report data for the full year 
ending September 30. More than half of the responding 
hospitals used this reporting period for the 1979 Survey. 
The remaining hospitals used various other reporting 
peri9ds. 

The nursing ^ome and other facilities survey was con- 
ducted by NCHS in 1963, 1967, 1^9, 197?, 1973, 1976, 

^ and 1978. In 1978, dau for 26 Sutes were coUected at least 
partially through the Cooperative Healtji Statistics System 
(CHSS). There may have been changes in dau collection 
procedures, coverage, definitions, and concepts in 
preliminary daU frpm these 26 SUtcs in 4978. 

The response rate for the 1979 hospital survey was about 
90 percent. Low response rates and other reporting dif- 
ficulties withHhe 1978 nursing home and other facilities 
survey prevented the use of 1978 nursing Ifpme dau for 
Cabfofnia, New York, North Carolina, and flie District of 
Columbia; 1976 dau have been substituted for these four 

* areas. Also due to low response rates, the 1978 data on 



' .Othe)* facUitieydid'^t meet NCHS sundards of reliability 
; .. aHd' prcdsibp aiid 9HT not available. 
» \Butisiic5.'clWiVed fr<jij^the hxiispital and nursing home 
^ -antf ^ther,facifitijes survey^ were adjusted for both facility 
'^^lidilem nonriespotise,. Missing it^s on the questionnaire 
>wji« -"^im^uted, when possible,- by using information 
. rcijwted ihi same facility in a privious survey. When 
data^ not'' available from a previous census for a 
."Jrestjonduvi facility, the dau were imputed by- using daU 
. from^ sin^ihft responding facilities. Similar facilities are 
detfm^ as.tre^ with the same types of business, owner- 
ffiip, service, andV^proximately the same bed size. 

For more detailed information on NMFI, see: National 
Center for Health Slitistics, Design and methodology of 
the 1967 Master Facility Inventory Survey, by G. G 
Hollis, Vital and, Health Statistics, PHS'Pub. N 
1000-Series 1-No. 9, Public Health Service, Washingto 
^.S. Government Printing Office, Jan. 1971. 
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National Hospital Discharge Survey 

The National Hospital Discharge Survey (NHDS) js a 
continuing nationwide sample survey of short-stay 
hospitals m the United Sutes. The scope of NHDS encom- 
passes patients discharged from noninstitutional hospitals, 
exclusive of military and Veterans Administration 
hospitals, located in the 50 States and the District of 
Columbia. Only hospitab having six or more beds for pa- 
tient use and those in which the average length of stay for 
all pfetients is less than 30 days are mcluded in the survey. 
Although all discharges of patients from' these hospitals 
are within the scope of the survey, discharges of newborn 
infants from all hospitals are excluded from this report as 
well as discharges of all patients from Federal hospitals. 

The sample was sefected from a fraime of about 7,500 
short-suy hospitals listed ia the National Master Facility 
Inventory. A two-stage stratified sample design was used, 
and hospitals were stratified according to bed size and 
geographic region. The largest*hospitals were selected with 
ceruinty in the sample, and the probability of selection of 
a hospital decreased as the bed size of the hospital decreas- 
ed. Within each sample hospiul, a systematic random 
sample of dijcharges was selected from the daily listing 
sheet. The within-hospital sampling ratio for felecting 
discharges varied inversely with the" probability of selection 
of the hospital, so that the overall probability of selectmg-a 
discharge was appro xim*ately the same in each bed-size 
class. 

Survey hospitals used an abstract form to transcribe 
daU from the face sheet' pf hospital records. Forms were 
completed either by hospital staff or representatives of the 
National Center for Health Statistics. 

The basic unit of estimation for NHDS was the sample 
patient abstract. The estimation procedure involved infla- 
tion by the reciprocal of the probability of selection, 
adjHstment for nonresponding hospiuls and missing 
abstracts, and ratio adjustments to fixed totals. Of the 544 
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hotintals selected for the survey, 496 were within the scope 
of the survey, and 431 participated in the surveyiDvl979. 
Data were abstracted from about 215,000 medical records. 

JFoT more detailed information on the design of NHDS 
and the magnitude of sampling errors associated with 
NHDS estimates, see: National Center for Health 
Statistics, Utilization of short-stay hospitals, annual sum- 
mary for the United States, 1978, by B. J. Haupt, Vital 
and Health Statistics, Series 13-No. 46, DHEW Pub. No. 
(PHS) 80-1797, PubUc Health Service, Washington, U.S. 
Qovemment Prmting Office, Mar. 1980. 
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Two sample surveys were conducted by the National 
Center for Health Statistics to obtain information on nurs- 
ing homes, their expenditures, residents, staff, and, in the 
most recent survey, discharged patients. The hrst survey 
was conducted between August 1973 and April 1974. The 
most recent National Nursing Home Survey (NNHS) was 
conducted from May through December 1977. 

Data on facilities were collected by personal interviews 
with administrators; ffbUty accountants completed ques- 
tionnaires on expenditures. Resident data were collected by 
a nurse familiar with the care provided to the resident. The 
nurse relied on the nodical record and personal knowledge 
of the residents. E^loyees completed a self -administered 
questionnaire. Discharge dataT collected only in the most 
recent NNHS, were based on information recorded in the 
medical record. 

For the initial survey conducted in 1973-74, the universe 
inchided only those nursing homes that provided some 
level of nursing care. Thus, homei providing only personal 
or domiciliary care were excluded. The sample of 2,118 
.homes was selected from the 17,685 homes that provided 
some level of nursing care and' were listed in the 1971 Na- 
tionif Master Facility Inventory (NMFI) or those which 
opened for business in 1972. Data were obtained from 
about 20,600 sUff and 19,000 residenu. Response rates 
were 97 percent for facilities, 88 percent for expenditures, 
98 percent for residents, and 82 percent for sUff . 

The scope of the 1977 NNHS encompassed all 4ypes of 
nursing homes, inchiding personal care and domiciliary 
care homes. The sample of about 1,700 facilities was 
selected from 23,105 nursing homes in the sampling frame, 
which comasted of all homes listed in the 1973 MFI and 
those opening for busmess between 1973 and December 
1976. DaU were obtained from about 13,600 staff, 7,000 
residenu, and 5,100 discharged residents. Response rates 
were^5 percent for ficiUties, 85 percent for expenses, 81 
percent for sUff, 99 percent for residenU, and 97 percent 
for diKhargel. 

Statistics from NNHS were derived by a ratio-estimating 
procedure. Statistics were adjusted for failure of a home to 
respond, failure to fill out one of the questionnaires, and_ 
failure to complete an item on a questionnaire. ,^ ^ 



For more mformation on the 1973-74 NNHS, see: Na- 
tional Center for Health Statistics, Selected operating and 
financial characteristics of nursing homes. United States, 
1973-74 National Nursing Home Survey, by M. R. 
Meiners, Vital and Health Statistics, Series 13-No. 22, 
DHEW Pub. No. (HRA) 76-1773, Health Resources Ad- 
ministration, Washington, U.S. Government Printing 
Office, Dec. 1975. For more information on the 1977 
NNHS, see: National Center for Health Statistics, The Na- 
tional Nursing Home Survey, 1977 summary for the 
United States, by J. F. Van Nostrand, A. Zappolo, and £. 
Hing, ct al.. Vital and Health Statistics, Series 13-No. 43, 
DHEW P4ib. No. (PHS) 79-1794, Public H^lth Service. 
Washington, U.S. Government Printing Office, 
July 1979. 



/ 



Nadoaal Ambmlatory Medkal Care Survey 

The National Ambulatory Medical Care Survey 
(NAMCS) is a continuing national probability sample of 
ambulatory medical encounters. The scope of the survey * 
covers physician-patient encounters in the offices of 
nonfederally employed physicians classified by the 
American >Iedical Association or American Osteopathic 
Association as "office-based, patient care" physicians. 
Excluded are visits to hospital-based physicians, visits to 
specialists in anesthesiology, pathology, and radiology, 
and visits to physicians who are principally engaged in 
teaching, research, or administration. Telephone contacts 
and nonoffice visits are also excluded. 

A multistage probability design is employed. The first- ^ 
stage sample consists of 87 primary sampling units (PSU's) 
selected from about 1 ,900 |uch;^niti into which the United 
States has been divided. Jn each sample PSU, a sample of 
practicing physicians is selected. The fmal stage involves 
selection within a randomly assigned 7-day reporting 
period, and the selection of samples of patient visits during 
that period. 

For the 1979 survey; 3,0i3 physicians were selected for 
the sample, of whoM 2,482 were found to be eligible for 
NAMCS and were asked to participate. A total of 1,783 
physicfans (71.8 percent of t^iose eligible) participated in 
the study, providing data concerning a random sample of 
about 45,351 patient visits. 

The estimation procedure used in NAMCS basically has 
thre^ components: inflation by,, the reciprocal of the 
probability of selection, adjustmei]^ for nonresponse, and 
ratio adjustment to fixed totals. 

For more detailed information on the design Of NAMCS 
and the magnitude of sampling errcfrs associated with 
NAMCS estimates, see: National Center for Health 
Statistics, 1977 Summary, National Ambulatory Medical 
Care Survey, by T, Ezz^ti and T. McLcmorc, Advance 
Date From Vital and Health Statistics, No. 48, DHEW 
^T>fib. No. (PHS) 79-1250, Public)Hcalth Service, Hyatts- " 
vilic. Md., Apr. 13, 1979. <^ 
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Nalloul Smntf of Penoatl Hftlth Prtctfcet 
•ad CoMcqMBccfl 

«■ 

The National Survey of Personal Health Practices and 
Consequences (NSPHPC) was a two-wave, panel, tele- 
phone survey of adults 20-64 years of age residing in 
telephone households in the coterminous United States. 
The survey, funded by the Office of Disease Prevention 
and Heahh Promotion, was designed to collect data on the 
extent and distribution of personal health practices, their 
stability over time, and their relationship to morbidity and 
mortality. Questions were asked concerning personal 
yalth practices, self -perceived health status, health care 
j utilization, social support, psychological well-being, 
/ occtpation-related health factors, life events, and 
sociodemo^aphic characteristics, Respondfcnts were also 
asked to provide information to permit future linking of 
respondent records with the National Death Index 
developed by the National Center for Health Statistics. 

The sampling plan, a two-stage stratified cluster design, 
used a random -digit-dialing procedure to select sample 
telephone households. Within "eligible" households con- 
taining one or more persons 20 to 64 years of age, one 
respondent was randomly selected. Self -reporting was re- 
quired for all questions. Wave I interviews, conducted in 
the Spring of 1979, were completed for 3,025 adults 20-64 
years of age, representing a response rate of 81 percent. 
Wave II interviews, conducted in the Spring of 1980, were 
completed for 80 percent of the persons interviewed in 
Wave I. 

For more detailed information on the NSPHPC design, 
limitations of the data, and sampling' errors, sec: National 
Center for Health Statistics, Highlights from Wave I of the 
National Survey of Personal Health Practices and Conse- 
quences, United States, 1979, by K. M. Danchik and C. A. 
Schoenborn, Vitai and Heahh Statistics, Series 15-No. 1, 
DHHS Pub. No. (PHS) 81-1162. Public Health Service, 
Washington, U.S. Government Printing Office, June 
1981. 

National Center for Health Services 
Research 

Natloul Medkal Care ExpeDdhnrc Sanrey 

The National Medical Care Expenditure Survey 
(NMCES) is a natiipnwide stbnple survey of health expend- 
itures for and u%t of personal health services and 
individual and family health insurance coverage during 
1977! Data were collected in five separate but complemen- 
tary survey components, 4 of which are discussed below. 
Data for NMCES were collected by Research Triangle In- 
stitute, North Carolina, and its subcontractors. National 
Opinion Research Center of the University of Chicago, 
and Abt Associates, Inc;^, of Cambridge, Mass. ' ^ 

Household Survey— This component consisted of about 
14,000 randomly selected households in the' civilian 
noninstituionalized population who were interviewed six 



times over an 18-month period during 1977 and 1978 con-' 
cerning their use of health services, expenditures, , and 
health insurance coverage. 

, The Household Survey sample was designed to produce . 
statistically unbiased national estimates that arc represent- 
ative of the civiliin noninstitutionalized population of the 
United States, To this end, the study used the national 
multistage area samples of the Research Triangle Institute 
and the National Opinion Research Center. Data were ob- 
tained for about 91 percent of eligible households in the 
first interview and 82 percenf in the sixth interview. 
For a detailed description of the survey sample and of 

' sampling, estimation, and adjustment methods, including 
weighting for nonresponse and poststratification, see: Na- 
tional Center for Health Services Research, NMCES 
estimation and sampling variances in ^he Household 
Sprvcy, by S. B, Cohen and W, D, Kalsbeek, National 
Health Care Expenditure Study, DHHS Pub, No, (PHS) 
81-3281, Public Health Service, Hyattsville, Md., June 
1^1, For the questions used in the survey, see: National 
Center for Health Services Research, NMCES household 
interview instruments, by G, S. Bonham and L, S. Corder, 
National Health Care Expenditure Study, DHHS Pub. 
No. (PHS) 81-3280, Public Health- Service, Hyattsville, 
Md?, April 1981. 

Physicians* Practice Swrvey— This component was 
based on a sample of physicians providing care to sample 
household members on the characteristics of these physi- 
cians and their practices. The sample frame for the 
Physicians' Practice Survey (PPS) consisted of the physi- 

^cians (doctors of medicine and doctors of osteopathy) who 
provided care to 25 percent of the NMCES household 
survey members. Pathologists, anesthesiologists, and 
radiologists were not eligible. Physicians ^ere^sked about 
their place and mode of practice, hours worked weekly, the 
site of care, and about their age, specialty, board certifica- 
tion, and practice and other income. Of those physicians^ 
eligible, 67 percent completed the PPS interview. An addi- 
tional 19 percent did not complete the interview but 
provided information required for weighting purposes. 

The sample weights for the data were calc^ated on the 
basis of th^ joint probability that a particular respondent 
was selected^r inclusion in the Household Survey and the 
Physicians' ^actice Survey sample frame, and a particular 
physician was named by one of the household respondents. 
The first component|Of this weight is based on the 
household respondent's weight. The second component of 
the weight is based on the number of unique patients 
^hom the specific physician had seen in his or her practice 
during 1977. Poststratification adjustments were made to 
the household weights according to Bureau of the Census 
estimates of the United States population by* age, color, 
and sex. Poststratification adjustments to the physician 
weights'*Were made to match. data from the American 
Medical Association' on the distribution of medical 



'Goodman, L. J.: Physician Distribution and Medical Licensure in the 
U.S„ 1976. Chicago. American Medical Assodatton, 1977. 
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specialties and from the Drug Enforcement Administra- 
tion^ on the geographic distribution of physicians. The 
methods of calculating these sampling weights will be 
described in forthcomlhg report from the National 
Center for Health Services Research. 

Employer Health Insurance Cost Swrvey— This compo- 
nent was used to obtain information on the cost of health 
insurance coverage to both employers and employees and 
on the characteristics of employees eligible for 
employment-related health insurance. The sample for the 
Employer Health Insurance Cost Survey (EHICS) was 
designed to produce statistically unbiased national 
estimates of employers and their employees in the civilian 
noninstitutionalized population of the United States. To 
this end, a sample of employers in the SQ States and the 
District of Columbia was obtained from information pro- 
vided by NMCES household respondents who were 
selected from the national muhistage area sampies~of the 
.Research Triangle Institute and the National Opinion 
Research Center. 

The EHICS sampling frame consisted of all persons in 
the NMCES household sample who reported that they 
were emjJloyed but not self-employed at any time during 
it 1977. Employers were then identified either from permis- 
sion forms authorizing the collection of detaUed personal 
health insurance information or by means of a special 
NMCES telephone survey. 

Since every employer in the Natuy^mploys one or more 
persons, each eligible to be se^ed for the NMCES 
household survey, every employer had h positive proba- 
bility of being included in the EHICS survey. The methods 
of calculating the sampling weights used to account for 
Arm size, nonresponse, and varying sapipling rates will be 
described in |i forthcoming report from the National 
Center for Health Servic^TResearch. 

A two-page questionnaire was mailed to this sample of 
employers that asked about the number and characteristics 
. of their employees during 1977; their total 1977 health in- 
surance premiums; employer and employee contributions 
to this premium; the number and salary level of employees 
eligible to participate in their health insurance plan(s); and 
total payroll expenditures. 

'QuestioQi concerning the extent of coverage and the 
number of employees actually covered by these health in- 
surance plan(s) were not asked. Th]^, the estimates of 
mean premiums and employer and employee contributions 
are based on the number of eligible employees as 
calculated from information supplied by the employer. 
Because not all employees eligible for participation in 
health insurance plans may in fact have joined, the 
estimates of mean premiums and of the contribution per 
eligible employee are probably lower than would be true 
for estimates based on covered employees only. Also, they 
do not represent the insurance status of the employed 
population as a whole, since some employees obtain 

H^Miiputer Hk. Doctoiy of Medidne and Osteopathy. Office oftnfor- 
mation Services. Dru| Enforcement Administration. Washington. D.C. 



coverage putside of their place of employment, Furthcr- 
^ more, some employers were unable to separate health 
^insurance from other insurwice (life and disability) 
benefits. For this group ^of employers, inyas assuiicd that 
83 percent of the total premium was apiilicable to health 
insusance.^ \ 

When EHICS respondents were unable to answer a 
question, values of missing data for total annual health in- 
surance premiums, employer and employee contributions, 
and total payroll were imputed to firms from others with 
similar characteristics, such as size of workforce, U.S. ; 
'Census region, ^d labor union status. Imputation pro- 
cedures used for the survey will be described in a 
forthcoming report from the National Center for Health 
Services Research. » ^ r 

The EHICS questionnaire was mailed to approximately 
9,70tf employers between November 1978 and June 1979 
l)y the Research Triangle institute; 85.5 percent of eligible 
employers responded. 

Health Insurance Employer Survey— This component 
collected data from employers and insurance carriers con- 
cerning the health insurance coverage of individuals and 
families in the household survey. The sample for the 
Health Insurance/Employer Survey (HIES) was obtained ' 
in the second and fifth interview round of the household 
survey. In the second interview round, all members of the 
household sample who were covered by nongroup policies 
that were obtained directly from health insurance carriers 
were asked to sign permission forms enabling the data col- 
lection contractor U) request additional information about 
their insurance from the carrier. Also during this round, 
primary subscribers of 25 percent of households in the 
sample ^^ere asked to sign permission forms for anyone 
covered by health insurance obtained through a group ar- 
rangement, which proved to be most often through an 
employer. During the fifth household interview, permis- 
sion forms were obtained from the remaining households 
with members covered by group insurance and from 
anyone who had purchased private, nongroup insurance 
since the second interview round. In all, signed permission 
forms were obtained from approximately 88 percent of the 
primary .subscribers who reported that "they were covered 
by some type of insurance, whether group or nongroup. 

In addition, persons who reported that they were not 
covered by an employment-related health insurance plan, 
but who were employed and not self-employed, were asked 
during the fifth interview round to sign a permission form 
for the Uninsured Validation Survey (UVS), a subcompo- 
nent of HIES. Approximately 66 percent of the household 
members eligi^e for the UVS signed this permission form. 
•The purpose I of the UVS was to confirm through the 
employer that these people were not in fact cdvered by 
employment-related health insurance. If an employer 
stated that such a person was insured at som^ time during 
1977, information^bout the health insurance plan wals ob- 



^Yohalcm, M.: Employee-benefit plans. 1973. Soc. /fc. Bull. 
40(II):l9-28, Nov. 1977. 
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- tained. Data were also obtained in the UVS about all of the 
heabh insurance plans that were availahl^4o employees 

^ through their employers, even if the household or in- 
dividual did not choose a particular plan or even to b^ 
covered at all. If the employer did not offer a plair, this in- 
formation was also noted. ' ' 
' For each heahh insurance plan reported in the 
household survey, the HIES questionnaire aisked 
employers and other policyholders (in the case of group in- 

* surance) or insurance carriers ^ the case of nOngroup . 
policies) to indicate whether the person or household was 

* in faa insured at any time during 1977. 

Wherever coverage was verified, the HIES or the UVS 
.^pondcnt was asked if the policy covered a family ,.a cou- 
ple, or a*single person. In >HES, it was also determined 
whether the policy was issued on a group or nongroup 
basis. Data were obtained on the total aimifal premium for 
the plan, the amount paid by the insured, andthe names of 
and payments by other contributory .to the pfemium. The 
HIES and UVS respondents or employers were asked to 
send A^Associatcs, tac, a copy of the policy or group in- 
suriffl^c certificate for c^ch plan in which the household 
member was enrolled. * 

Those HIES respondents who provided group insurance 
and UVS respondents were asked for additional informa- 
tion about the size of the group covered unjjer each policy 
held by a household sample mtfmber. They M^ere also asked 
to indicate what other options or plans members of the 
household sample could have purchased. For each option, 
data were obtained on premiums and the amount that 
would have been paid by the household; copies of the 
policy or certificate were requested as well. 

Rdughly 16,000 HIES and UVS questionnaires were 
mailed to insurance carriers and group policyholders be- 
tween October 1978 and August 1979. Data were obtained 
for 84 percent of the household members who had signed 
one or both types of permission forms. The policies and 
certificates obtained for both elected and optional in- 
surance plans were subsequently abstracted onto forms 
developed for the^Rand Corporation Health Insurance 
-Study sponsored by the Department of Health and Human 
Services. 

When HIES respondent^ were unable to* answer ques- 
tions about the premiums or sources and amounts of 
premium payments for a household member's plan, these 
data were imputed from responses for other' insured in- 
dhrtdualii with characteristics simjlar to the housdiold 
members ^with missing data. These characteristioft in- 
cluded age, *sex, marital status, geographic region of 
residence, employment, and industry of employment. 
Characteristics of the person's insurance policy Wercj:on- 
sidered as well, including %hether it was a group or 
nongroup policy, whether coverage was provided on an in- 
dividual, couple, or family basis, and the types of benefits. 
Imputation pr^pcedures'used for the survey will be describ- 
ed in a forth&ming report from the National Center for 
Health Services R^rch. 



To obtain statistically unbiased national estimates 
representative of the civilian noninstitutionaUzed popula- 
tion of the United' States, the horfselU)ld survey weights 
were adjusted to account for permission forms that were 
not signed and for nonresponse of carriers and* group 
policyholders in HIES and UVS. The methods of 
calculating the sampling weights used to account for 
nonresponse will be described in the forthcomi4| report 



HEALTH RESOURCES 
^MINISTRATION \ 

Bureau of Health Profusions 

Medical Spedalisi Supply Projections 

In SB— ongoing effort, the Division of Manpower 
Analysis, Bureau of Health Professions (formerly the 
Bureau of Health Manpower), ^luates both the current 
and future supply of health mphpower in the various 
occupations. ^ 

The 1974 supply of active physicians (Iyf.D.*s) by 
specialty was used as the starting point for the projections'^ 
of active physicians published in 1980. The major sovlrce 
of data used to obtain 1974 figures was the American 
Medical Association (AM A) Physician Master file. 

The projections were derived essentially from two 
distinct estimation matrices. The first matrix pr q^ fu mi a 
"basic" projection of year-by-^ear future M?D. graduates 
and separations from the active workforce by country of 
medical education. Estimates oT first-year enrollments, 
student'attrition, other medical school-related trends, and 
a 'model of forei«r and Canadian medical graduate im- 
migration were ased. The second matrix distributed the< 
future graduates and separations by specialty, disag- 
gregated by country of medical education. Projections of 
first-year residency trends were used, and deaths and 
retirements of active practitioners we* di^Jribjwd among 
the specialties proportionate to the supply in each specialty 
as of 1974« Mortality and retirement losses were computed 
^ S-year age qohorts on an annual basis, using age 
/dhtribytipns , and mortajity and retirement rates from 
AMA^data. ^ J 

For more informatiojx^ee: Bureau of Health Man- 
power, The CurrentAtlta Future Supply of Physicians and 
Physician Specialists, DHEWi4>ub, No. (HRA) 80-60. 
Health Resources Administration, Hyattsville, Md., 1980. 

Health Migipower Shortage Areas 

Designation of Health Manpower Mortage Areas is an 
ongoing activity of tlveJJivision .of Health Professions 
Analysis, Bureau of H^th Professions. 

Shortage areas are designated for seven professional 
categories in connection with three Federal programs: the 
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National Hjalth Service Corps, Loan Repayment anfi 
Scholarship programs. ^ - * 

The designations arc also used to'determine funding 
priorities for other prograihs, Areas^may be considered for 
'shortage .^ea designation by submitting an application 
with supporting documentation to tne Bureau of Ht^lth 
Professions, Criteria ' for designation are defined in 
Department of Heahh and^ Human Services regulations. 
In^rim final regulations were published in the Federal 
Register on JJfcJ 0^1978. Final regulations are currently 
beini devel^p^LMK , 

For more imWnation, write: Distril?ution Studies 
Brpmch, Division of Health Professions AnalyAs, Bureau 
of Health Professions, HealHi Resources Administration, 
BTOO* East-West Highway,''Hyattsvill€, Md. 20782/ 



CENTER FOR DISEASE CONTROL 



Bureau of Epidemiology 



facilities. Since the initiation of epidemiologic surveillance 
of abortion in 8 States in 1969, the number of States from 
which statewide abortion data are reported increased to 48 
^ in 1978. Most of the 45 central health agencies have 
established direct reporting systems., although a few col- 
lected data by surveying abortion facilities. Inquiries by 
CDC to hospitals and facilities provided in/ormation for 4 
States that did not collect statewide abortion data. 

The total number of abortions reported to CDC is about 
18 percent less than the total estimated ihdependently by 
the Alan Guttmacher Institute, the research.and develop- 
ment division of the Planned Parenthood Federation of^ 
America, Inc. ^ 

For more inforjhation, ^e: Center for Disease Control,, 
Abortion Surveillance, 1978, Public Health 
Service, DHKS, AtianU, Ga., Nov. 1980, or write to 
Center for Disease Control, DirectQr, Family Planning 
Evafuation Division, Bur^eau of Epidemiology, Atlanta, 
Ga. 30333. 
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Bureau of State Services 



Nationa( Morbidity Reporting System 



This is a system for coUectmg demographic, clinical, and 
laboratory {^)ita prihiVily frpm State and territorial hpaltb 
agencies to pfOvide nationaUsurveillance for coi^ditions 
such as rabies, aseptic -l^eningitisi* diphtheria, tetanus, 
encephalitis, fpodborne outbreaks, and others. Com- 
pleteiiess of reporting varie^reatly, since not all cases 
receive medical care and not all. treated ;:onditions ^re 
feported, Reporting is voluntary. 

' Esti4Jates of underreporting have be^p made for two 
diseases — measle? and^ viral hepatRis. It is generally ac- 
cepted that about 10-15 percenl\of all cases of measles that 
occur in*the United States' are reported to the Center for 
Disifase Control '(CDC). About 15-20 percent oC all cases 
of, viral hepatitis are reportedvto CDC. 

Depending on the disease, data are collected weekl]^ or 
monthly and are anaiyze;jd tojetect epidemiologicnrends or' 
to iprate cases requiring control efforts. Data are 'pub- 
lished weekly and summari2^<r\nnually. Tor more 
information, si©e: Center for Qisease^Control, Reported 
morbid|||and mortality in the LS^ited State?; 1^979, Mor- 
t 'diiy an^Mortality Weekly Reporj, 28(5/1), ^epV 1980, or 
write tt) Center for Disease Contrbl, Chief, Cqnsolidated 
Surveillance and Communications Activity, Bureau of 
Epidemiology, Atlanta, (aa. 30M3. 



Abortion Surveillance ^ . ' 

fht Center for Disease Control (CIX:) acqufres abor- 
tion service statistics by State Of occurrence^^m two 
sOCrces*— central heahh agencies and hospitals and 



U.S. Immunization Survey ' 

/ 

^ This system is the result of a contractual agreement be- 
• tween the Center for Disease Control and the U.S. Bureau 
of the Census. Estimates from the Immunization Survey 
are based on data obtained during the third week of-each 
September for a subsample of households interviewed for 
the Current Population Stirvey, which is described 
separately in this appendix. 

The reporting system contain$ demographic variables 
and vaccine history along with disejfse history when rele- 
vant to vaccine history. The system is used to estimate the 
immunization »level M^f the Nation*^ child population 
against the >%ccine- preventable diseases; from time-to- 
time, immunization level data<on the adolt population are 
collected. ; ^ 

The scope of the U.S. Immunization Survey cover s'tlre 
50 States and the District of Columbia. In th^ 1978 simple, 
approximately 41 ,000 household units were included in the 
suryey sample. Six thousand sample units were found to be 
vacant or'otherwise not to be interviewed. Of the approx- 
imately 35,000 occupied households eligible for interview, 
about 1,56^ were not interviewed because the occupants 
either were oot at home ^after repeated calls or Ivere 
>^ unavailable for some other reason. 

The'estimating procedure that was used involves tlie in- 
^flation.of weighted saniple resuhs to independent estimates 
of the civilian noninstitutionalized population of the 
United States by age and race. 

For more information, see: Center for, Disease Control, 
United States immunization Survey, q^S, DHEW Pub. 
No. (tDC)79-822I, PuWic H«alth Serv^e. Atlanta, Ga,, 
July 1979. . ; ' . - 



ALCOHOL, DRUG ABUS^, AND 
MENTAL HEALTH 
Al^NI^tRATION ^ 

Niiioiia] Institute omental Health 

^mntf of MfBtnl Health Facflitiet 

JWlc-Siirvcy and Reports- Branch of the Division of 
'biometry and Epidemiology conducts several surveys of 
mental healthj[acilities. Some of the data in this report are 
. derived from more than^one of these surveys . The response 
rate to most of the items on these surveys is relatively high 
(90 percent or better) as is the rate for data presented in 
this report. However, for some survey items, the r&ponse 
rate may be somewhat lower. ^ 
The Inventories of Mental Health Facilities are the 
primary source for l^MH data used in this flport. This 
data system is based on questionnaires mailed by January 
* of each year tQ mental healfn facilities in the United States, 
including psychiatric hospitals, ^on-Federal generkl 
hospitals withrpsjfchiatric services, 'residential Xreatment 
centers /or emotionally disturbed children, federally fund- 
ed, coranrnnitv mental health centers, free^anding outpa- 
' tielat psychia*ic clinics, and other types of multiservice or 
day-night f^lities. ' 

^Othcr surveys conducted by the Survey and Reports 
Branch encompass sample surveys of patients coming 
under care in State, county, an4 private mental hospitals, 
outpatient psychiatric services, and general hospital inpa- 
tient psychiatric ftnits. The purpose of these surveys is to 
determine the characteristics of patients served by these 
facilities. - 

For more information, write: Survey and Reports 
Branch, Division of Biometry and Epidemiology, National 
Institute of Mental Health, 5600 Fishers Lane, Rockville, 
Md. 20837. 



Health Care Financing 
^Administration 



OB31CE OF RESEARqi, 
DEMONSTRATIONS, 
AND STATISTICS^ ' 

EaUpatcs of Natioaal Heaitli Expendltorcs ' 

Estimates of pijbiic and private expenditures for health 
are compiled annually by type of expenditure and >ource 
of funds. The data for several Federal health prpgrams are 
taken from the Office of Management and Budget's 
special analysis of health programs, while da& Tor the re- 



" mainiig Federal health programs are supplied ((irectly *by 
the vtfious agencies. 

Estimai^^for non*]^ederal expenditures colne from an 
array M sources, American HQspital Association data on 
hospital finances, increased slightly to allow for 
osteopathic hospitals, are the pripiary source for estimates 
relating to hospital care. Estimated expenditures for the 
services of dentists and physicians in private practice are 
based on the grosS income. from self-employed practice 
reported to the Internal Revenue Service, The salaries of 
dentists and physicians on the staffs of hospitals and 
hospital outpatient facilities are considered a compon^, 
of hospital care. Expenditures for the education and train- 
ing of medical personnel are considered to be expenditures 
for education, and where they can be separated, they Are 
excluded from health expenditures. Expenditia^ for 
drugs, drug sundries, eyeglasses, and appliances a&lude 
those provided t^ inpatients and are estimated principally 
^ com the report of personal consumption expenditures in 
thVu. S. Department of Commerce's national income ac- 
in the Suryey of Current Business, Nursing home 
care e;(penditures by both public and private sources are 
based onMata from the National Nursing Home Survey 
condacted by the National Center for Health Statistics. 
Data on the financial expenditures Of health insurance 
organizations come from special Social Security Ad- 
ministration analyses of private health insurers. 
ExpenJJf5[res for construction represent ** value put in 
place" for hospitals, nursing homes, mejlical clinics, and 
medical research facilities but not for ^privatie office 
buiia&igs providing office space for privat? practitioners. 

For more specific information on items included and ex- 
^lud^d an^l on general methodology used, see: National 
health expenditures, 1980, by R. M. Gibson, Health Care 
Financing Review, HCFA Pub. No. 03123,- Health Care 
Financ&ig Administration, Washington, U.S. C^pvcmment' 
Printing Office, Sept. 1981. 

DEPARTMENT OF ' 
COMMERCE 



Bureau of the Census 



U.S. Censds of Popalatio& 

The census of population has been taken in the United States 
every 10 years, since 1790. In the 1970 census, basic 
demographic data such as sex, race, age, and marital status ; 
were obtained from 100 percent of the enumerated population, . 
In addition, information such as educational attainment, oc* 
cupational status! and earnings were obtained from a 
20percent sample. More detailed data such as previous 
residence, veto-an status, place of work, and country of birth 
of jwents, w^ collected from a IS-perceiit sample; a 
S^cei^ sample was asked about disability status, citizenship, 
length / of mar^iage^ vocational training, and the like. 
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Americans living overseas received a $an[tonental schedule. 
Detailed national data are tabulated and published as are data 
for are9s as small as census tracts. 

For information on undercoverag^ see: U.S. Bureau of 
the Census, Estimates of Coverage of the Population by 
Sex, Race, and Age, Demographic Analysis PHC(EH; ' 
and for tables of sampling errors for sampled data, see: 
Census of Population 1970, PC(1)-C, General Social and 
Economic Characteristics, Appendix C 

Cmtmt PopslatloB Swey 

The Current Pppulation Survey (CPS) is a household 
sample survey of the civilian noninstitutionalized popula- 
tion conducted monthly by the U.S. Bureau of the Census 
to provide estimates of employment, unemployment, and 
other characteristics of the general labor force, the popula- 
tion as a whole, ted various other subgroups of the 
popuWion. 

A list of housing units from the 1970 census, sup- 
plemented by newly constructed units and households^, 
knowtt^o be mis^ed-«rtfic 1970 census, provides the sam- 
pling frame in most areas for the present CPS. In some 
j;ural locations, current household listings of selected land 
areas servf as the frame. 

The present CPS sample is located in 461 areas' compris- 
ing 923 counfies and independent cities with coverage in 
every State and the District of Coluihbia. In an average 
month during 1975, the number of housing units or living 
quarters designated for the national sample Was about 
58,00(y, of w^ich about 3,000 were found to be nonexis- 
tent, demolished, or no longer used as living quarters. Of 
the remaining 5^,000 units assigned for interview, about 
45,000 were interviewed^ouseholds, -2,000 wpre 
households at v^hich the members were not available for 
interview, and 8,000 were fvund to be vacant, occupied by 
persons with usual residence elsewhere, or otherwise not 
eligible for interview. 

The estimation procedure Used involves inflation by the 
reciprocal of the probability of selection, adjustment for 
nonresponse, and ratio adjustment. 

For more information, see: U.S. Bureau of the Census, 
The burrent Population Survey, Design and Methodology, 
TechiJcal Paper 40, Washington, U.S. Government 
Printing Office, Jan. 1978. 



PopvfaitlOB Estimates and Projecdons 

National estimfites are derived by use of decennial cen- 
sus data as benchmarks and of data available from various 
agencies ^ follows: births and deaths (Public Health 
Service); immigrants (Immigration and Naturalization 
Service); the Armed Forces (Department of Defense); net 
movement between Puerto Rico and the U.S. mainland 
(Puerto Rico Planning Board); and Federal employees 
abroad (Civil Service Commission and Department of 
Defense). State estimates are based on similar data and 
also on a variety of data series, including school statistics 



from State departments of education and parochial school 
systems. ^ 

National population projections indicate the asQrox- 
imate future level and* characteristics of the population 
under given assumptions as to future fertility, mortality, 
and net immigration. The method used to develop the pro- 
jections involved preparation of projections of each of the 
components of popularion change— births, deaths, and net 
immigration— and the combination of these with July 1 
estimates of the current population. Projections for States 
and metropolitan areas incorporate further assumptions 
about population r^istribution through interarea 
migration. 

Current estimates and projections are generally coniastent 
with official decennial census figures aM do not reflect the 
amount- of estimated decennial census underenumeration. 

For more information, see: U,S. Bureau of the Census, 
Projectipns of the Population of the United States, 1977 to 
2050, Current Population Reports, Series P-25, No. 704, 
Washington, U.S. Government Printing Office, 1911,, 

DEPARTNteNT OF LABOR, 

« * 

Bureau of Labor Statistics 

» 

Consamer Price Index ^ 

The Consumer Pxice Index (CPI) is a monthly measure 
of price change for a fixed ^'market .basket" of goods and 
services. It is revised periodically to^Hc into account 
changes in what Americans buy and in the way they live. 
The latest revision introduced (1) a new CPI for all urban 
consumers, (2) a revision of the CPI . for urban' wage 
earners and clerical workers, and (3) a modification of 
some categories within the medical care component. The 
new indexes were introduced with the release of January 
1978 dafa. 

, In this report, all CPI data shown are for urban wage 
earners and clerical workers. Prices for 400 items were ob- 
tained in urban portions of 39 major statistical areas and 
17 smaller cities that were chosen to represent all urbaij 
places in the United Sutes. They were collected from 
about 18,000 estabhshments— grocery and department 
stores, hospitals, filling stations, jind other types^of stores 
and service establishments. 

Prices of food, fuels, and a few other items were ob- 
tained every month in all 56 locations. Prices of most other 
commodities and services were collected eycry month in 
the five largest areas and every 3 months in other areas. 
Prices of most goods and services were obtained by per- 
sonal visits of the Bureau's trained representatives. Mail 
Questionnaires were used to obtain local transit fares, 
public utility rates, newspaper prices, fuel prices, and cer- 
tain other items. * ^ ^ 
* In calculating the index, price cRanges for the various 
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items in each location were averaged togaher with weights 
'that represent the^ir importance in the spendiirg of all wage 
earners and clerical workers. Local data were then com- 
bined to .obtain a U.S. city average. Separate indexes were 
also publlshcd^l^r 23 areas. ' 

^|)e index measures price changes frdm a designated 
reference date— 1967— which equals 100. An increase of 22 
percent, for example, is shown as 122. This change can 
also be expressed in dollars as follows: The price of a base 
perjf^ ''market basket" of goods and services bought by 
urban wage earners and clerical workers has risen from $10 
in 1967 to' $12.20. 



Bureau of Labor Statistics, 
:epts and Content over the 
Ihington, U.S. Governntent 



^ For more information, see 
Consumer Price Index, Cory 
Years, BLS Report 517, Wa 
Piling Office, May 1978. 

. EinploymeBt and Earnings 



The Division of Industry Employment Statistics and the 
Division of Employment and Unemployment Analysis of 
the Bureau of Labor Statistics (BLS) publish data on 
employment and earnings. The data are collected by the 
Bureau of the Census, State Employment Security Agen- 
cies, and State Departments of Labor in cooperation with 
BLS. 

The major data soiree is the Current Population Survey 
(CPS), a^household interview survey conducted mont|}lv 
by the Bureau of the Census to collect labor forc^at^^ 
BLS. CPS is described separately in' this appendix. Data 
based on establishment records are also compiled each 
month from mail questionnaires by BLS, in cooperation 
with State agencies. 

For more information, see: U.S. Department of, Labor, 
Bureau of Labor Statistics, Employment and Earnings^ 
January 1981, Vol. "28, No. 1, Washington, U.S. Govern- 
ment Printing Office, Jan\ 1981. ^' 



ENVIRONMENTAL 
PROJECTION AGENCY 

Natiosal Aeroraetric Sorvefllaoce Network 

The Environmental Protection Agency (EPA)*r through 
extensive monitoring^of activities conducted by Federal, 
State, and local air pollution control agencies, collects data 
on the five pollutants for which National Ambient Air 
Quality Standards have been set. These pollution control 
agencies submit data quarterly to EPA's National 
Aerometric DaU B&nk (NADB). There are about 3,400 
total stations 4-eporting. Data from some short-term or 
sporadic monitoring for such purposes as special studies 
and cQmpltfnt investigations are usually not included in 
NADB because the data are not extensive enough to pro- 
vide equitable com]/arisons with routine data from 
permanent monitoring sites. 



For more information, see: Environmental Protection 
Agency, National Air Pollutant E^nission Estimates, 
1970-79, EPA-450/4-80-002, Research Triangle Park, 
N.C., to be published, or write to Office of Air Quality 
Planning and ^Standards, Environmental Protection Agen- 
cy, Research Triangle Park, N.C. 27711. 
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UNITED NATIONS 



Demographk Yearbook 

The Statistical Office of the United Nations prepares the- 
Demographic Yearbook, a comprehensive collection of in- 
ternational demographic statistics. 

Questionnaires are sent annually and monthly to more 
than 220 national statistical sery^es and other appropriate 
government offices. D^a forwarded, on theiJe question-'' 
naires are supplemented, to the. extent pbs^le, by data 
taken from official natipnal publications and by cor-^ 
respondence with the national statistical services. To insure* 
comparability, rate^, ratios, and percentages have been 
calculated in the Statistical Office of the Unitefl tiatious. 

Lack of internatfonal comparability ^between estimates 
arises from diTWrences in concepts, definitions* and time 
of data collection. The comparability of population ^ata is 
affected by several factors. Including (1) the definifions of 
the total population, (2) the definitions used to classify the 
population into its urban and rural components, (3) dif- 
ficulties relating to age rep5>rting, (4) the extegl of over-or 
under-enumeration, and (5^ the quality tf population 
estimates. The completeness and accuracy oAvital statistics 
data also vary kom one country to another, differences in 
statistical definitions of vital events may afco influence 
comparability. ^ [ 

For more informatfon, see: United Natrons, Demo- . 
graphic- Yearbook 1978, Pub. No. ST/ESA/STAT/^ 
SER.R/7, United Nations, New York, N.Y., 1979. ^ ; 



World Health Organization ^ 

World Health Statistics Annaai 

The World Health Organization (WHO) is one of the 
specialized agencies of the United Nations. WHO 
publishes the World Health. Statistics Annual each year. 
This publication is the result of a joint effort by the 
national health and statistical administrations of many 
countries, the Statistical Office of the United Nations, and 
the World Health Organization. It is published in three 
volumes: Volume 1-Vital Statistics and Causes of Death; 
Volume IMnfectious Diseases, Cases and Deaths; Volume 

4I-Health Personnel and Hospital Establishments. , 
Data in the World Health Statistics Annual are provided 
by national administrators in answer to questionnaires, or 
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they are obtained from annual national publications. Some 
of the data are reprinted from the Demographic Yearbook, 
In many cases, complete comparability of dau between 
countries is not possiUe. Differences in the definition of a 
hospital may oecbf/^e level of general education and 
professional training of health personnel may vary from 
country to country. Completeness of coverage also varies, 
^^loncompar ability of diagnostic coding of data can also 
occur. 

For more inform'atioa, see: World Health Organization, 
World Health Statistics Annual, 1980, Vols, I, II, III, 
beneva, Switzerland, World Health Organization, )980. 



ALAxN GUTTMACHER 
INSTITUTE 

\ 

^AbortiOD Survey • • ^ . , 

V 

The Alan Guttmacher Institute (AGI) conducts "an^^n- 
nual survey of abortion provi(;lers^ata are collected from 
hospitals, nonhospital clinics » anJ^^hysicians identified as 
providers of abortion services. A survey universe of 3,092 | 
hospitals, nonhospital clinics, and individual physicians 
was compiled. To assess the completeness of the provider 
and abortion counts, supplemental^rveys were conducted 
of a sample of obstetrician-gynecologists imd a sample of , 
hospitals (not in original universe) "that were^identif ied as 
providing abortion services through the American 
Hospital Association Survey. ^ 

The number of abortions estimated by AGI is about 22 
percent more than the number reported to the Center for 
Disease Control. 

For more information, write to: The Alan^ Guttmacher 
Institute, 515 Madison Avenue, New York, N.Y. 10022. 



AMERICAN DENTAL 
ASSOCIAtlON 

Sunrey of Dental PradWlf 

This survey has been^rbnducted every i or 1 years since* 
1950 to gather data, on various characteristics. of dentists * 
and their practices. TTie 1977 survey was a stcattificd 
systematic sample. T^c stratifying variables were type M 
/""practice, geographic di$lributr6n by repon and Stat5, ?fid- 
y^ar of graduation from dental school! A six-p^^pent s;rin- 
pie of the 101,264 practicing dentistilistediiv the American. 
Dental Association (ADA) registry were mailed survey 
questionnaires. A followup was con^Tucted by telephone, 
requesting nonrespondents to return the original ^estion- 
naire. The response rate in 1975'was about 46.5 -percent of 
^ the total sample (adjusted tQ eliminate persons who should 
^ not have been included .i^ the original sample)* Because 



specialists were oversampled, a weighting facitor was ap- 
plied to each survey response. 

For more information on' the ADA Survey of Dentil 
Practice, see: American Dejjtal Association, The 1977 
Survey of Dental Practice, Chicago, 1978. • 



AMERICAN HOSPITAL 
ASSOCIATION 

Annoal Survey of Hospitals 

Data from this survey are based on questionnaires that 
are sent to^all hospitals in the United States and its 
associated areas accepted for registration by the American 
llbspital Association (AH^). In 1979, questionnaires were 
mailed to 7,060 registered hospitals. Of these, 6,988 
hospitals were located in the 50 States and the District of ^ 
Columbia, 'and 72 were located in the U.S. possessions. 
^ Overall, 6,342 hospitals reported data, a response rate of 
89.8 percent. For nonreporting hospitals and 'for the 
survey questionnaires of reporting hospitals on ' which 
some information was missing, estimates were made for all 
data except those on bassinets and facilities. Theestimates 
of the missing data were based on data furnished by report 
ing hospitals that were similar in terms of bed-size 
category, type of control, major type of service provided, ' ^ 
and type of stay in the hospitals for which data were not 
reported. 

' Hospitals are requested to report data for the full year 
ending September 30. More than half of the responding 
hospitals used this reporting period in the 1979 survey. The 
remaining hospitals used various reporting periods. 

For more information on the AHA Annual Survey of 
Hospitals, see: American Hospital Association, Hospital 
Statistics, 1980 Edition, Datairom the American Hospital 
Association 1979 Annual Survey, Chicago, 1980. 

AMERICAN MEDICAJ. 
ASSOCIATION X 

Pliyskli|l >f asterfDe 

A masterfjft of physicians has been maintained by the 
American Nfedical Association (AMA) since 1906. Today, 
the Physician Masterfile contains data on almost every 
physician in the United States, both members and' 
^/nonmembers of AMA, and on those graduates of 
American medical schools temporarily practicing over^as. 
The file also includh graduates of foreign medical schools 
who are in the United States. ; 

A file is initiated on each individual ,upon'^;cntry into 
' medical school or, in the case of foreign ^aiduMes, upon 
entry Mnto the United States. A ce^ilsus of physiciaiu is 
conducted every 3 years to updatethe fife informatibn on, 
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professional activities, specialization, and present^employ- 
ment status. The last census from which data are available 
was conducted in 1977. Between census^, AMA keeps the 
file current by continuous checks of professional publica- 
¥ tions and State licensure notices for changes in any physi- 
dan's activities. When a change is noted, the physician is 
sent another copy of the questionnaire. In' 1976, approx- 
imately 3,600 of these questionnaires were mailed per 
week. The general response rate to the questionnaires is 
about 87 percent. 

For more information on the AMA Physician Mastcr- 
flle, see: Department of Statistical Analysis, American 
Medical Association, Physician Distribution and Medical 
Licensure in the US,, 1979, Chicago, 1981. 

AMsal CettSBS of Hospitals 

Froin 1920 to 1953, the Council on Medical Education 
and Hospitals, of the American Medical Association 



\ 

(AMA) conducted annual censuses of all hospitals 
registered by AMA. 

In each annual census, questionnaires were sent to 
hospitals asking for the number of beds, bassinets, births, 
patients admitted, average census of patients/^ lists of staff 
doctors and interns, and other information of importance 
at the^articular^time. Response rates were always nearly 
100 pcr(^nt» 

The-tommunity hospital daU from 1940 and 1950 
presented in this report were calculated using published 
figures from the AMA Annual Census of Hospitals. 
Although the hospital classification scheme used by AMA 
in published reports is not strictly comparable with the 
definition of community hospitals, methods were 
employed to achieve the greatest comparability possible. 

For more information on the AMA Annual Census of 
Hospitals, see: American Medital Association, Hospital 
Service in the United States, Journal of the American 
Medical Association, ll(116):1055-n44, 1940. 
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Appendix II: Glossary of Terms 



General Terms 

Soctel Demofrm^hk Tenas 

Age.—Agc is reported as age jit last^ birthday, i.e., age in 
completed years, often calculated by subtracting date of 
birth from the reference date, with the reference date being 
the date of the examination, interview, or other contact 
with an individual. 

Age adjusment of death rat^y^^^^^^ adjustment, using 
the direct method, is the ap|$lication of the age-specific 
death rates in a population cjf interest to a standardized age 
distribution in order to eliminate the differences in ob- 
served rates that result from age differences in population 
composition. This is usuaUy done when comparing two or 
more populations at one point in time, or one population 
at two or more points in time. 

^In this report, the mortality rates are age adjusted to the 
JU.S. population enumerated in 1940. Adjustment is based 
on 11 age intervals as follows: under 1 year, M years, 5-14 
years, 15-24 years, 25-34 years, 35-44 years, 45-54 years, 
55-64 years, 65-74 years, 75-84 years, and 85 years and 
over. The data from the National Heahh Interview Survey, 
National Ambulatory Medical Care Survey, and the Na- 
tional Hospital Discharge Survey are age adjusted to the 
1970 civilian noninstitutionalized population. In these 
cases, adjustment is based on four age intervals. For the 
National Health Interview Survey, those intervals are: 
under 17 years, 17-44 years, 45-64 years, and 65 years and 
over. For the National Ambulatory Medical Care Survey 
and National Hospital Discharge Survey, they We: under 
15 years, 15-44 years, 45-64 years, and 65 years and over. 

Average annual rate of change (percent change).— In 
this report, average annual rates of change or growth rates 
are calculated as follows: 



^ ^ Po 



1) X 100 



where P, 
and N 



later time period 
earlier time period 
number of years in interval 



This geometric rate of change assumes that a variable 
increases or decreases at the same rate during each year be- 
tween the two time periods. 

/^ace.— Beginning in 1976, the Federal Government's 
data systems classified individuals into the following racial 
groups: American Indian or Alaskan Native, Asian or 
Pacific Islander, black, and white. In this report, three 
racial categories are generally used: "white,** "black,** 
^?land "all other." When the "all other" category is used, it 
includes all races other than white. 

Depending on the data source, the classification by race 
may be based on self-classification or on observation by an 
interviewer or other persons filling out the questionnaire. 
In the national vital registration system, newborn infants 
are assigned the race of their parents. If the parents are of 
different races and one is white, the child, is assigned the 
other parent's race. If either parent is Hawaiian, the child 
is classifed as, Hawaiian. In^all other cases, the child is 
assigned" the father's race. Prior to 1964. the national vital 
registration system classified all births^or which race was 
unknown as "white." The National Health Interview 
Survey assigns children whose parents are of different 
races to the race of the father. I 

Family income.— Vox pwposes of the National Health 
Interview Survey and National Health and Nutrition Ex- 
amination Survey, all people within a household related to 
each other by blood, marriage, or adoption constitute a 
family. Each member of a family is classified according to 
the total income of the family of which he is a member. 
" Unrelated individuals are classified according to their own 
income. Family income, then, is-the total income received 
by the members of a family (or by in unrelated individual) 
in the 12 months prior to interview, includingr wages, 
salaries, rents from property, interest, dividends, profits, 
and fees from their own business, pensions, and help from 
relatives. 

Marital status.— The population is classified through 
self-reporting into the categories married and unmarried. 
Married includes aU married people including those 
separated from their spouses. Unmarried includes those 
who are single (never married), divorced, or widowed. The 
National Survey of Family Growth generally includes 
women who are living in informal unions under the cur- 
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renely married category. The Abortion Surveillance reports 
of the Center for Disease Control classify separated people 
as unmarried for all States except Rhode Island. 

Popwte/ion.— The U.S- Burean of the Census collects 
and publishes tifaul on several different types of population 
in the United Sutes. Various statistical systems then use 
the appropriatofpopulation in calculating rsttes. 

Total population is the population of the United 
States, including all members of the Armed Forces liv- 
, ing in foreign countries^ Puerto Rico, Guam, and the 
U.S. Virgin Islands. Other Americans abroad (e.g., 
civilian Federal employees and dependents of 
members of the Arm^d Forces or other Federal 
employees) are not included. 

Resident population is the population living in tlA 
United States. This includes members of the Armed 
Forces stationed in the United States and their 
families as well as foreigners working or studying 
here; it excludes foreign military, naval, • and 
diplomatic personnel and their families located here 
and residing in embassies or similar quarters as well as ' 
Americans living abroad. The resident population is 
^ often the denominator when calculating birth and 
' death rates and incidence of disease. 
Civilian population 1^ the residen^population ex; . 
eluding members of the Armed Forces. Families of 
members of the Armed Forces are included, however. 

* Civilian noninstitutionaftzed population is the civilian 
population not residing in institutions. Institutions in- 

- chide toi ie ctional instit u tTon s ^ detention h oniesi and 
training schools for juvenile delinquents; homes fpr 
the aged and dependent (e^g., nursing homes and con- 
valescent hon^es); homes for dependent and neglected 
children; homes and schools for the mentally or 
physically handicapped; homes for unwed mothers; 
psychiatric, tuberculosis, and chronic disease 
hospitals and residential treatment centers. This 
population is the denominator in rates calculated for 
the National Center for Heahh Statistics' National 
health Interview Survey, National Health and Nutri- 
tion Examination Survey, National Hospital 
Discharge Survey, and National Ambulatory Medical 
Care Survey. 

Poverty level.— Als used in the National Survey of Fami- 
ly Growth, poverty level is calculated b^ividing the total 
family income by the weighted average threshold income 
of nonfarm families with the heac^under 65 years of age 
based on the poverty levels shown in U.S. Bureau of the ^ 
Census Current Population Reports, Series P-60, N6. 106, 
**Money Income in 1975 of Families and Persons in the • 
United States," table A^3 (for Cycle/^II), and No. '98, 
* 'Characteristics of the Low-|ncome Population, 1973," 
table A'3 (for Cycle IK This definition takes into account 
the sex of the family h<^d and the number of persons in the 
family. Total family in^me includes income* from all- 
sources for all members of the respondent's family. 



Geographic T^rm 

Division and region.— The 50 States and the District of 
Columbia are grouped for statistical purposes by the U.S. 
Bureau of the Census into nine ^divisions within four 
regions. The groupings are as follows: 

NORTHEAST 

New England 

Maine, New Hampshire, Vermont, 
Massachusetts, Rhode Island, Connecticut 

* 

Middle Atlantic 
' New York, New Jersey, Pennsylvania 

NORTH CENTRAL 

East North C-entral 

Michigan, Wisconsin, Ohio, Indiana, Illinois 

West North Central 

Minnesota, Iowa, Missouri, North Dakota, 
South Dakota, Nebraska, Kansas 

SOUTH ♦ 

South Atlantic 

Delaware, Maryland, District of Columbia, 
Virginia, West Virginia, North Carolina, South 
Carolina, Georgia, Florida 

East South Central 

Kentucky, Tennessee, Alabama, Mississippi 

West South Central 

Arkansas, Louisiana, Oklahoma, Texas 

.'WEST 

Mountain 

Montana, " Idaho, Wyoming, Colorado, Ne\t 
Mexico, Arizona, Utah, Nevada 

Pacific 

^ ' Washington, Oregon, California, Alaska, 
I Hawaii ^ ^ 

Level of urbanization.— Counties are classified in a 
Department of Agriculture system. Metropolitan counties 
are classified according to the size of the metropolitan area^ 
of which they are a (>art. Nonmetropolitan counties afe. 
classified by their number of urban residents and proximi- 
ty to a metropolitan area. Th^e county classifications are as 
follow^: 

Within SMSA refers to metropolitan counties (scc^ 
''Standard Metropolitan Statistical Areas"). 
Large SMSA refers to a county within an 
SMSA of at least 1 million population. 
Core refers to counties containing the 
primary central city of an SMSA. 
'Fringe refers to suburban^ counties of an 
SMSA. 

Medium SMSA refers to a county within an 
SMSA of 250,000 to 999,999 population. 
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Other SMSA refers to a cotinty within an 
SMSA of less than 230,000 population. 

Outside SMSA refers to nonmetropQlitan counties. 
Adjacent to SMSA rcfcn to a county contiguous to 
an SMSA. 

^ Urbanized refers to a county contiguous to an 
SMSA ai^ having an aggregate urban popula- 
tion of at least 20,000. 

Less uHnmized refers^to^a-cowty contiguous to 
an SMSA and having an aggregate urban popula- 
tion of 2,500 to 19,999. 

Thinly populated refers to a county contiguous 
to an SMSA and having no urban population. 

Not adjacent to SMSA refers to a county not con- 

tigtious.to SMSA. 

Urbanized refers to a county not contiguous to 
an SMSA and having an aggregate urban popula- 
tion of at least 20,000. 

Less Urbanized refers to a co^^ not contiguous 
to an SMSA and having an aBv^ urban pop- 

\ , ulationof 2,500to 19,999. 

' Thinly populated refers to a county not contigu- 

ous to an SMSA and having no urban popula- 
tion. 

Metropolitan,— /^y county within a standard metro- 
politan statistical, <w is metropolitan. Other counties are 
nqnmetropolitan, 

jf efofitrtfon^ tfrw.~The^nitrf 
i^ation areas for birth, death, marriage, and divorce sta- 
tistics, which collect data annually from Sutes whose reg- 
istration dau are at least 90-pcrcent complete. 

The death registration area was established in 1900 with 
10 Sutes and the District of Columbia, while the birth reg- 
istration area was established in 1913, also with 10 States 
and the District of Columbia- Both areas have covered the 
entire United States since 1933^ Currently, Puerto Rico, 
the U.S, Virgin Islands, and Guam are also included, al- 
though in statistical tabulations they are^iot part of the 
••United States'* total. 

Reporting area,—\p the national vital registration sys- 
tem, reporting requirements on birth certificates vary ac- 
cording to State. Thus, clifferent numbers of States report 
various characteristics. For example, in 1977, births tq lin- 
married women are reported on the birth certificate only in 
37 States and tKf^ District of Colutnbia» and the month dur- 
. ing wW^h prenatal care bcgdA is report«l in 44 States and 
the District of Columbia. 

Standard metropolitan statistical area ySMSAl—This is 
aiconcept developed for use in ^statistical , reporting and 
i^ysis. Except in the New England States, an SMSA is a 
cdumy or a group of contiguous counties containing at 
least one city of 50,000 inhabitants or more or -f* twin 
cities" with a combined population of at least 30,000. In 
addition, contiguous counties are included in an SMSA if 
they are essentially metropolitan in character (basedPon cri- 
teria of labor forpe characteristi^s ind population density) 



and are socially and economically integrate with the cen- 
tral city or cities. 

In New England, towns and cities rather than counties 
are Jhe geographic components of the SMSA. Since Na- 
tional Center for Health Statistics (NCHS) data are not 
coded to identify all towns, NCHS uses the metropolitan 
State economic area (MSEA), which is made up of county 
units, for reporting data in New England. 



Health Status and Determinants' 



FertiUty ^ 

Abortion,— The Center for Disease Control's surveil- 
lance program counts legal abortions only. What con- 
stitutes a legal , abortion varies, depending on a State's 
regulations about when one may be performed. 

Birth rfl/e.— This measure divides the number of live bir- 
ths in a population in a given period by the resident 
population at the middle of that period. TJie rate may be 
restricted to births to women of specific age, race, marital 
status, or geographic location, or it may be related to the 
entire population. 

Gestation,— For both the national vital registration 
system and the Center for Disease Control's Abortion 
Surveillance, the period of gestatioi) is defmed as begin- 
ning with the first day of the last normal menstrual period 
and ending with the day of birth. 

Live birth,— In the World Health Organization's defini- 
tion, also adopted by the United Nations and the National 
Center for Health Statistics, a live birth is the complete 
expulsion or extraction from its mother of a product of 
conception, irrespective of the duration of the pregnancy, 
which, after such separation, breathes or shows any other 
evidence of life such as heartbeat, umbilical cord pulsa- 
tion, or defmite movement of voluntary muscles, whether 
or not the umbilicid cord has been cut or the placenta is at- 
• tached. Each product of such a birth is considered live 
born. ^ 

Live-birth order.— In the national vital registration 
system, this; item from the birth certificate indicates the 
number of live births a woman has had, counting the birth 
being recorded. 

MortaUty 

. ^ Cause of death,— For the purpose of national mortality^ 
statistics, ev^. death is attributed to one underlying condi- 
^^ion, based on information reported on the death 
VcCTtificate, and utilizing the international rules for select- 
in| the unfierlying cau^ of death from the reported 
conditions; For data years l|>68-78, the Eighth Revision In- 
ter national Ctassififdtioft of Diseases, Adapted for Use in 
the United States iyised for coding. Earlier data used the 
then current revijMj^of the International Classification of 
. Diseases. For .1^9, the Ninth Revision is used. 



Death rorr — This pleasure divides the number of deaths 
in a population in a given period by the resident population 
at the middle of that period. It may be restricted to deaths 
in specific age, race, sex, or geographic groups, or it may 
be related to the entire population. 

Eighth Revision International Classification of Diseases, 
Adapted for Use in the United States (ICDAI--JLCDA and 
the International Classification of Diseases (ICD), upon 
which ICDA is based, classify morbidity and mortality in- 
formation for statistical purposes.^^th are arranged in 17 
main sections. Most of the diseases are arranged according 
to their principal anatom^al site, witJi^speCtal sections for 
infective and parasitic diseases; neoplasms; endocrine, 
metabolic, and nutritional diseases; mental diseases; com- 
plications of pregnancy and childbirth; certain diseases 
peculiar to the perinatal period; and ill-defined conditions. 
Separate sections provide a classification of injuries accord- 
ing to the external cause giving rise to the injury, usually 
used for cause-<^-death categories, and a classification ac- 
cording to the lutl^^e of injury (such as puncture, open 
v^otind, or bum), usually used for morbidity categories. 
Supplementary sections in ICDA on special conditions and 
examinations without sickness (Y00*Y13) and on surgical 
operations and diagnostic and other therapeutic pro- 
cedures are used for coding information on ambulatory 
and inpatient utilization. 

ICD was first used in 1900 and has been revised about 
every 10 years since then. The Ninth Revision, introduced 
in 1977, is used to code U.S. mortality data beginning with 
1979. A modification of the Ninth Revision has been 
prepared for use with U.S. morbidity data. Only two tables 
.m this volume (tables '40 and 43) include data lising Ninth 
Revision codes. 

Infant mortality. ^Infsini mortality is the death of live- 
bom children who have not reached their first birthday 
and is usually expressed as a rate (i.e., the number of in- 
fant deaths during a year per 1,000 live births reported in 
the year). 

Neonatal mortality, --TYit neonatal mortality rate is the 
number of deaths under 28 days of age per 1,000 live 
births. 

Postneonatal mortality. --The postneonatal mortality 
rateis the number of deaths that occur from 28 days to 365 
days after birth per 1,000 live births. 

Fetal death. --The fetal death rate is the number of fet^l 
deaths with stated or presumed gestation of 20 weeks or 
more per 1,000 total births (i.e., live births plus fetal 
deaths). 

Life expectancy.-— Lift expectancy is the average 
number of years of life remaining to a person at a par- 
ticular age and is based on a given set of age-specific death 
rates, generally the mortality conditions existing in the 
period mentioned. Life expectancy may be determined by 
race, sex, or other characteristics using age-specific death 
rates for the population with that characteristic. 



DetenniatDl^jlii Messores of Health « 

Condition, --A health condition is a departure from a 
state of physical or mental well-being. Conditions, except 
impairments, are coded according to the Eighth Revision 
International Classification of Diseases, Adapted for Use 
in the United States (ICDA). 

Based on duration, there are two categories oCpondi- 
tions, acute and chronic. In the National HealtbTnterview 
Survey^ an acute condition is a condition which has lasted 
less than 3 months and has involved either a physician visit 
(medical attention) oi;, restricted actiyity. The category in- 
cludes respiratory condulons (ICDA codes 460-486, 501, 
508-516, 519, 783), injuries (ICDA codes N8OO-N870, 
N872-N884, N890-N894, N900-N994, N996-N999), infec- 
tive and parasitic conditions (ICDA codes 000-136), and 
digestive conditions (ICDA codes 520.6-521.5, 
521.7-523.9, 525-530, 535-543, 560-561, 564-577, 784-785). 
In the National Health Interview Survey, a chronic condi- 
tion is any condition lasting 3 months or more or is one of 
certain conditions classified as chronic regardless of their 
tim^pf onset. The National Nursing Home Survey uses a 
specie list of conditions classified as chronic, also 
disregarding time of onset. 

DtfaM/Y^.— Disability if any temporary or long-term 
reduction of a person's activity as a result of an acute or 
chronic condition. It is often measured in terms of the 
number of days that a person's activity has been reduced. 

Disability day. --The National Health Interview Survey 
identifies several types of days on which a person's usual 
activity is reduced because oflillness or injury (reported for 
the 2-week period preceding the week of the interview). 
These short-term' disability days are not mutually exclusive 
categories but are defined as follows: 

A restrjicted- activity^ day is any day on which a person 
cuts down on his or her usual activities for all or most 
of that day because of an illness or an injury. Restrict-, 
ed-activity days are unduplicated counts of bed- 
disability, work-loss, and school-loss days as well as 
other days during which a person cuts down on his or 
her usual activities. 

A bed- disability day is a day on which a person stays in 
bed for more than half of the daylight hours (or nor- 
mal waking hours) because of a specific illness or in- 
jury. All hospital days are bed-disabihty days. Bed- 
disability days may also be work-loss or school-loss 
days. 

A work-loss day is a day on which a person did not 
work at his or her job or business for at lea$t half of 
his or her normal workday because of a specific ijlness 
or injury. The number of work-loss days is determined 
only for currently employed persons. 
A school-los^ day is a day on which a child did hot 
attend school for at least half of Ris or her normal 
schoolday because , of a specific illness or injury. 
Schooi-loss days are determined only for children 6-16 
years of age. 



Former smoker— Any person who has smoked at least 
100 cigarettes during his or ter entire lifobut who reports 
smoking no cigarettes at the present time is a former 
smoker. 

/wci/^/ice.— Incidence is the number of cases of disease 
having their onset during a prescribed period of time and is 
often expressed as a rate (e.g., the incidence of measles per 
t.OOO children 5-15 years of^age during a year). Incidence is 
a measure of morbidity or other exents that occur within a 
specifled period of time. 

Limitation of activity.— Esich person identified by the 
National Health Inter^ew Survey as having a chronic con- 
dition is classified according to the extent to which his or 
her activities are limited because of the condition as 
follows: 

• Persons unable to carry on major doUvity. 

• Perv>ns limited in the amount or kind of major ac 
tivitf performed. 

• Persons not limited in major activity but otherwise 
limited. 

• Persons not limited in activity. 

hfajor activity (or usual activity),— This is the principal 
activity of a person or of his or her age-sex group. For 1-5 
years of age, it refers to ordinary play with other children; 
for 6-16 years of age, it refers to school attendance; for 17 
years of age and over, it usually* refers to a job, 
housework, or school attendance. 

Notifiable disetise.—\ notifiable disease is one that 
health providers are required, usually by law, to report to 
Federally 4^te, or local public health officials when 
diagnosed. Notifiable diseases are those of public interest 
by reason of their contagiousness, severity, or frequency. 

Particulate marrer.— Particulate matter is defined as 
particles of solid or liquid matt^in the air, including both 
nontoxic materials (soot, dusK and dirt) and toxic 
materials Oead, asbestos, suspAded sulfates and nitrates, 
etc.). 

Pollutant.— \ pollutant is any substance that renders 
the atmosphere or water foul or noxio^j^to health. 

Pr^vfl/lrmre.— Prevalence is the number of <Sases of a 
disease, infeaed persons, or persons with some other at- 
tribute present during a particular interv^ of tin^ It is 
often expresse4tu a rate (e.g., the prevalence ofwbetes 
per 1 ,000 persons during a year). 

Self-assesssment of health.— iht National Health Inter- 
view Survey, the respondents are asked to evaluate the 
health of everyone in their household compared with other 
people of the same age. ^ 

Utilization and Resources 



Anbalatory Care 

Dental visit.— The National Health Interview S\^0ty 
counts visits to a dentist's office for treatment or a#Hce, 
including services by a technician or hygienist acting under 



the dentist's supervision, as dental visits. Services provided 
to hospital inpatients are not included. ^ 

Disposition- of vw/r.— As used by the National Am- 
bqiatory Medical Care Survey, this term describes the 
variety of foUowup procedures that a physician may plan 
for the patient, ranging from no foUowup to specific 
return contacts, to referral'to other providers of care. 

Eighth Revision International Classification of Diseases, 
^ Adapted for Use in the United States. —See * 'Mortality" 
section. 

Family planning visit.— In the Niational Survey of Fami- 
ly Growth, women*are considered to have made a family 
planning visit if they answer affirmatively when asked if 
they have talked to a doctor or other trained medical 
personnel about a method for delaying or preventing 
pregnancy. Those who have such visits are asked the date 
of the visit. ^ * ^ 

Office.— In the National Health IntefVfcW Survey, an 
office refers to the office of any physician in private prac- 
tice, including physicians connected with prepaid group 
practices. In ih€ National Ambulatory Medical Care 
Survey, an office is any locatiort for a physician's am- 
bulatory practice other than hospitals, nursing h^mes, 
other(^ extended care facilities, patients' homes, andVm- 
dustrial clinics. However, private offices in hospitals a^ 
^included. 

Physician visit.— The National Health Interview Survey 
counts as a physician visit a visit in person or by telephone 
to a doctor of medicine or doctor of osteopathy for the 
purpose of examination,^ diagnosis, treatment, or ajt^ice. 
The service may be provided directly by the ph^i^simorhy 
a Rurse or other person acting under the physician's super- 
vision. Contacts involving services provided on a mass 
ijtsis are not included, nor are contacts for hospital 
• inpatients. i 

\^ ♦ Physician visits are generally classified by the type of 
*f j)lace of visit. In the National Health Interview Survey, this 
includes the office, hospital outpatient clinic or emergency 
rbom, telephone (advice given by a physician in a 
telephone (fall), company or industrial clinic (units at a 
place of business that provide treatment through a physi- 
cian or trained nurse), home (any {^le in which a person 

i . wM^ staying at the time a physicia^wli^Q^lled there), as 
^ weB as other places. y 

' * In the National Ambulatory Medical Cai/Survey, an 
office visit is any direct personal exchange beN(fen an am- 
bulatory patient and a physician, or members of his or her 
staf rjp^he (Mirposes of seeking care and rendering health 
ser^^. 

Place of last famj^f planning visit.— ^ omen with a 
family planning visit np^t las't 3 years areWked where, the 
last (most recent) visit took place. "Own physician" in- 
cludes visits of the respondent with her own physician, 
whether in the physician's office or in a ho^pitftl; it. in-.; 
eludes group practices and^epaid medical organizations. 
^'Organized medical services" includes visits to all other 
* placesf^eneral clinics, family piling clinics, hospitals,, 
or elsewhere. 
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Principal diagnosis.— In the National Ambulatory 
Medical Care Survey, this is the physician's diagnosis of 
the patient's most important problem or complaint as 
evaluated at the time of the visit. 

Seriousness of problem. --In the National Ambulatory 
Medical Care Purvey, the physician indicates for each pa- 
tient visit the seriousness of the problem, condition^ or 
symptom which the patient says caused * the visit. 
Seriousness refers to thfTptnrsician's clinical judgment as to 
the extent the patient wouu^e impaired if no care were 
given. It is expressed as very serious, serious, slightly 
serious, or not serious. 

Inpatient Care 

Average daily census or average daily patients,— JY^s 
refers to the average number of inpatients receiving care 
each day during a reporting period, excluding newborns. 

Average length oj^ stay.-t^^^he National Hospital 
Discharge Survey, the average^ngth of stay is the total 
number of patient days accumulated at the time of 
discharge, counting the date of admission but xtbt the date 
of dischlarge by patients discharged cflring a reporting 
period, divided by the number of patients discharged. 

As measured in the National Nursing Home Survey, 
length of stay for residents is the time from their admission 
until the reporting time, while the length of stay for 
^discharges is the time between the date of admission and 
the date oT discbarge. 

Be^/,— Any bed that is set up and staffed for use for in- 
patienl^i^ounted as a bed ih a facility. In the National 
Master Facility^ Inventory, th| count is of beds at the end 
of^the reporting period; for the American Hospital 
Association, it is of the average number d^beds during the\ 
entire period. The World Health Organization defmes a 
hospital bed as one regularly mainlined and staffedaor 
the accommodation and full-time caxt of a succession of 
inpatients and situated in a pa^ of ttie hospital where con- 
tinuous medical care fot inpatients is provided. 

Z)^/^.— According to the American Hospital Association 
ai^d National Master Facility Inventory, days or inpatient 
da^ are the number of adult and pediatric days of care' 
rendered during a reporting period. Days of care for 
newborns are excluded. 

. In the National Health Interview Survey, hospital days 
during the year refer to the total number of hospital days 
occurring in the 12-month period prior to the interview 
week. A hospital day is a night spent in the hospital for 
persons admitted as inpatients to a hospital. 

In the National Hospital Discharge Survey, days of care 
refer to the^otal number of patient days accumulated by 
patients at the time of discharge from non-Federal short- 
stay hospitals during a reporting period. All days from and 
including the date of admission to, but not including the 
date of discharge, are counted. A patient is a person who is 
formally admitted to the inpatient service of the hospital 
for observation, care, diagnosis, op treatment. 

Discharge.— Tht National Health Interview Survey 



defines a hospital discharge as the completion of any con- 
tinuous period of stay of I night or more in a hospital as an 
inpatient, excepting the period of stay of a well ifewbom 
infant*. ^ 

According to the National Hospital Discharge Survey, 
American Hospital Association, and National Master 
Facility Inventory, this is the formal release of an inpatient 
by a hospital, i.e., the > termination of a period of 
hospitalization (including stays of 0 nights) by death or by 
disposition to a place of residence, nursing home»>9r^ 
another hospital. Ifi this report, newb<yn infants We 
rtccluded. • ^ . 

In the National Nursing Home Survey, this is the formal 
release of a resident by a nursing home. 

First-listed diagnosis^ln the National* Hospital 
Discharge Survey, this is the diagnosis listed first on the 
face sheet of the medical record. ^ 

Hospital. — According to the American Hospital 
Association (AHA) and^ National M^ister Facility Inven* 
tory (NMFI), hospitals are institutions ficensed as hospitals 
whose primary function is to provide diagnostic and 
therapeutic patient services for medical conditions and 
which have at least six beds, an organized physician staff, 
and continuous nursing services under the supervision of 
registered nurses. AHA data differ slightly from those of 
NMFlfPmce data from NMFI reflect osteopathic hospitals 
as well as hospitals not registered with AHA. Non-AHA 
hospitals comprise 5-10 percent of all hospitals in the coun- 
try. The World Health Organization considers an 
* establishment a hospital if it is permanently staffed by at 
least one physician, can offer inpatient accommodation, 
and can provide active medical and nursing care. 

Hospitals may be classified by type of service, owner- 
ship, and length of stay. 

General hospitals provide both diagnostic and treat- 
ment services for patients with a variety of medical 
conditions, both surgical and nonsurgical. According 
to the World Health Organization, these atre hospitals 
that provii^e medical and nursing care for more thto' 
one category of medical discipline (e.g., general 
medicine, specialized medicine, gener^ surgery, 
speciahzed surgery, obstetrics, etc.); excluded are 
hospitals, usually ones in rural areas. Which provide a 
more limited range of care. 

Psychiatria hospitals are ones -whdse major type of 
, service is psychiatric care. See *Tsychiatric Care" sec-' 
tion. 

Specialty hospitals, such as psychiatric, tuberculosis, 
chronic disease, rehabilitation, ' maternity, and' 
" alcoholic or narcotic, provide a particular t^pe of serv- 
ice to the majority of their patients. 
Federal hospitals are operated by the Federal 
^ Government. 

Non-Federal government hospitals are operated by 
S{ate or local governments. 

Voluntary nonprofit hospitals are operated by a 
church or other nonprofit organization. 



\ jf^Proifrietary hospitals are of^rated by individuals, 
^partnerships, or corporation]^ for profit. ' 
Short-stay hospitals jxi the National Hospital 
Discharge. Survey are those in which the avqf^g^ 
length of stay is less than 30 days. The American 
Hospital As^iation and National Masto: Facility In- 
ventory define Mort'terrj^ hospitals tas nospitals in 
which mon»4han half the patients are admitted to 
units with an average length of stay of less than 30 
days and Ikng^erm hospitals as ones in which^^mori 
thajv half the patients are admitted to units >^th an 
average length of stay of 30 days or mdr^. The Na- 
tional Health Interview Survey define5.-^grr-5ra>' 
hospitals as any hospital or hospital department in 
which the type of service provided is general; maternW 
ty; leye, ear, nose, and throat; children's; pi\ 
osteopathic. ' \ 

^ Nursing Care.— Nursing care is the provisfon of any 
of the followWg services: application of dressings or 
band-ages; b^el and bladder retraining; catheteriza- 
tion; enenia;' full bed bath; hypodermic, in 
tramus^ularl or intravenous injection; irrigation; 
nasal fe<;|ding; oxygen ^ therapy; and temp^ifature- 
pulse-respiration or blood pressure measurement. 

Nursina^home.^No unifornft" definition is possible, 
because/^ the minimum standards and regulations for 
nursing homes vary among the States. However,, the 
National Master Facility Inventory includes in its 
count only facilities licensed by the States in which 
they a^e located. The honies are then classified accor- 
ding to the level of care theyS?rovide, as follows:. * 

Nursing care honiles musr«mploy one or more full-- 
time registered or licensed practical nurses and OHist 
' provii^ nursing care to at least half the jpc^dents. 
Personal care homes with nursing have some but 
fewer than half the residents receiving nurstpg care. In 
addition, suih homel^mutt* employ one« or more 
' registered or ncensed practical^nuj^s^or must provide 
administration of medications' and treatments in 
accord^mtJfe with"^physicians' orders, supervision of 
self-administeflfcd meditations, or three or more per- 
sonal services. 

♦ Personal care homes without nursing have no 
residents receiving nursing care. These homes prpvkle 
administration of medications and treatments in 
accordance with physicians' *orders, supervision of 
s^HylmiAistered medications, or three or more per- 
sonal services. 

Domiciliary care homes primarily provide domiciliary 
' care, but also provide one or two personal services. 
In the 1977 National Nursing Home Survey^ all four 
categories of homes were included. In the 1973-74 
survey,' only nursing homes providing some level of 
nursing care were classified as nursing homes. 
Skilled nursing facilities provide the most intensive 
nursing care available outside of a hospital. Facilities 
certified by Medicare provide posthospital care to 
eligible Medicare enrollees. Facilities certified by 



f > 

Medica^ ^as skilled nursing facilities provide skilled 
nursing services on a daily basis to individuals eligible 
for Medicaid benefits. 

Intermediate care facilities are ceftified by the 
Medicaid program to provide health-related services 
on a regtilar basis to Medicaid bligibles^whodo not re- 
quire hospital or skilled nursing facifity care, but do ^ 
require institutional care above the level of room and 
^ board. * 

t>ccupancy rate. -r-Thc National Master Fkcility Inven- 
tory and Amefican Hospital Association define hospital 
occupancy rate as the average daily census divided by the 
number.of hospital beds during a reporting perio(^The oc- 
cupancy rate for other facilities is calculated as tKehumber' 
of residents reported at the time of the interview divided ^ 
the number of beds reportecf. ^ 

Outpatient y/5/r— According to^e American Hospital 
Association, these are visits by patiepts not lodged in the 
hospital for medical, dental, o^i«rfner services. See **Am- 
bulatory Care" section. 

Primary diagnosis. —In the Natiopal Nursing Home 
Survey, 'this is the primary condition at the last examina- 
tion as extracted fi^m the resident's medi(;^ record. 

Resident. —In the National Nursing Home Survey, a 
resident is a person who has been formally admitted to but 
not discjiarged fr^m an establishmenV. 

it' ' 

Psychiatric Care' 

Addition.-4-Ain individual is classified as an addition to 
a psychiatricTacility by being a new admission, a readmis- 
sion, or a return from leave^o either an inpatient or an 
outpatient psychiatric fao 

\fental disorder,^ A mental disorder is any of jqyeral 
disorders listed in Section V of the Eighth Revision Inter- 
"national Classification of Diseases, Adapted for Use in the 
United States (ICDA). 

Mentql health fd^ility.— A mental health facility is an 
administratively distinct public or private agency or in- 
stitution whose primary concern is the provision of direct, 
mental health services to the mentally ill or emotionfally 
disturbed. Facilities include public and private psychiatric 
hospitals, psychiatrii units of general hospitals, reiidential 
treatment centers (for emotionally disturbed children)^ 
federally funded community mental health' center, 
freestanding outpatient psychiatric clinics, multiservice 
mental health facilities, and halfway houses. 

Psychiatric hospitals are hospitals primarily concern- 
ed with providing inpatient care and treatment for the 
mentally ill. Psychiatric inpatient units of Veterans 
Administration g^n^fgj hospitals and Veterans Ad- 
ministration neuropsychiatric hospitals areoften com- 
bined into the category Veterans Administration 
psychiatric hospkals because of their similarity in size, 
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operation,, and length* of stay. Other psychiatric 
hospitals inchide State and county mental hospitals 
and private. mental hospitals. 

General hdspitais providing psychiatric services ^are^ 
hospitals that knowingly and routinely admit patients 
to a separate psychiatric unit for the mirpose of 
.diagndsWg and treating psychiatricjlhiess?^ 
Residential 'treatment centers (for emotionally, 
. disturbed children) are residential institutions primari- 

• ly serving emotionally disturbed children and, 
providing treatment services, usually under the super- 
vision of a psychiatrist. , . r 

^ Federally funded community merftal health centers 
are legal entities through which comprehensive mental 
health services are provided to a delineated catchment 
area. This mental health delivery system may be im-- 
^plemented by a single facility (with or without 
subunits) or by a group of affiliated facilities which 
Zmake available at least the following essential mental 
health services: inpatiettt, day treatment, ouy>atient, 
emergency caie, and community co\nsultation and 
education.^ 

^ . Freestanding outpatient psychiatric ^ clinics arc ad- 
. minist'ratively distinct facilities, the primary purpose 
of which is to provide nonresidential mental health 
service, and where a psychiatrist asjsumes medical 
responsibility for ail p^^fc^ts and/or directs the mea- 
tal health program. . 

Service mo(/e.— Service mode and treatment modality 
c tefer generally to the kind« of mental health service 
available: inpatient tare, outpatient care, day treatment, 
etc. 

Inpatient care is the provision of mental health treat-, 
ment to people requiring 24'hour supervision. 
Outpatient care is the provision of mental health treat- 
ment on an outpatient basis and docs not involve any 
overnight stay fn an inpatient facility. 
Day treatment is the provision of a pfanncd 
therapeutic program during jnost or all of the day for 

• people needing broader programs than arc possible 
through outpatient visits but who do not require full- 
time hospitalization. 



Maapower 



Full-time equivalent employee (FTE).— The American 
• Hospital Association ai^i National Master Facility Inven- 
tory use an estimate of full-time equivalent employees that 
counts two part-time employees as one full-time employee, 
^ a full-time employee being someone working 35 hours a 
week or more. The National Nursing Honft Survey uses an 
estimate of full-time employees that counts 35 hours* 0/ 
part-time employees' work per week as ecjuivalent to <nie 
full-time employee. 
Group-prcKtice.^GTOMp practice is the application of 
,^serviccs by tierce physicians or more who\ ^re formally 

\ 
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organized to provide medical care; consultation, diagnosis, 
•and/or treatment througn^llre joint use of equipment and 
personnel and with the income from medical practice 
distributed in accordance with methods previously deter- 
mined by members of the group. 

Nurse practitioner (NP).— These are specially trained 
nurses who perform acts of dia^osis, treatment, or 
prescription which traditionally have been within the 
exclusive province of the physfciai^. Nurse practitioners 
"'function^ under the supervision of physicians for these 
medical tasks, but not for their nursing practice. 

P/?75/cw«.— Physicians are licensed doctors of medicine 
or o§t^athy classified by the American Medical Associa- 
tion and others through self-reporting, as follows: 

Active physicians or professionally active physicians 

are ones currently: practicing, regardless of the 

number of hours worked per week.* 

Fed^al physicians are employed by the Federal 

Government; non-Federal or civilian physicians are 

not. 

Fee-for-serv ice group practice physicianshsiwe most of* 
' their contact with patients in a group pVfyctice and 
none of the»care they provide in this practice is on a 
prepaid basis. Rather, remuneration for the treatment 
of patients is made by a fee per unit of service 
provided. 

Licensed physicians arc authorized to practice in a 
State. Every State (and the District of Columbia) re- 
quireslhat physicians and dentists be licensed there in 
order to practice in that State. 
Office-based physicians arc physicians*who spend the 
plurality 6f their time working in practices based in 
private offices; hospital-based physicians spend ihe 
plurality of their time as salaried phytsicians in 
hospitals. 

Prepaid group practice physicians have most of their 
contact with patients in a group practice and all or 
part of the care they provide'in this practice is on a 
prepaid basis. That i^, remuneration for the treatment 
of some patiqg^ts is made by a predetenilined fee which 
is not related to the amount of care provided to an in- 
dividual patient. 

Private practice physicians are independent of ^any ex- 
ternal policy control ai<ci are self-employed or salaried 
by a partnership. See also * ^Professional manpower." 
Physician assistant (PA).^These arc individuals with 
appropriate medical training w^o are authorized to 
perform medical service? under the supervision ^f a 
licenscd'physician. The extent to which these mcdicri 
services ma^ be delegated to the PA by the physician 
^ varies from Sutc to Sufe. 

Physician specialty.^ A physician specialty is any 
specific branch of medicine that a physician may concen- 
trate in. The specialty classification used by the Bureau of 
Health Professions and National Ambulatory Medical 
Care Survey (NAMCS) follow these American Medical 
Association categories: 
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Primary care specialties include general practice (or 
family practice), internal medicine, and pediatrics. 
Medical specialties include, along with in^rj 
medicine and pediatrics, the areas of allergy, car- 
diovascular disease, dermatology, gastroenterology, 
peKliatnc allergy and cardiology, and pulmonary 
diseases. * 

Surgical specialties inc^de general surgery, neurologi- 
^ cal surgery, obstetrics and gynecology, Ophthalmol- V 
ogy, orthopedic surgery, otolaryngology, plastic 
surgery, colon aiid rectal surgery, thoracic surgery, 
and urolo^. Other specialties covered by NAMCS 
geriatrics, neurology, preventive medicine, psychiatry, 
and public health. Other specialties covered by the 
. Bureau of Health Professions are aerospace medicine, 
anesthesiology, child psychiatry, n^rology, occupa- 
tional medicine, pathology, physical medicine and re- 
/habilitation, psychiatry, public health, and radiolo]^. 

jPlace of employ ment.^The classification of people em- 
ployed in the health service industry by place of employ- 
ment is a U.S. Bureau of the Census aPdaptation of the U.S. 
Office of Managemeijt and Budget*^ Standard Industriql 
Classification Manual, 1967 whi^h, classified people ac- 
cording to health service industry cqdes 801-809. 

Professional jijianpower.— Prof essic^eil manpower in- 
cludes ehiiapr^ofsT^entists, dental hygienists, licensed . 
practical nurses, pharmacists, physical therapists, physi- ^ 
dans, podiaffisisrand i egisiei ed nurses as w^U as other oc- 
.cupations not covered in this report. 

In the United States, counts of these professionals in- 
clude only those hcensetl in the State where they praaice,, 
^with licensure Usually requiring the completion of an ap- 
propriate degree or certificate program for that profession. 
In international counts prepared by the World Health Or- 
gani^tion, only those professionals active in their profes- 
sion are counted. 

Professionals may be classified according to specialty, 
place of practice, or other criteria. Sec **Physician.'* 



Health Expenditures 



Consumer Pric^ Index (CPI).— The CP\ is prepared by 
the U.S. Bureau of Labor Statistic?, It is a measure of the 
changes in average prices of ^£ goods and services pur- 
chased by urban wage earners fflPby clerical workers and 
their families. The medical care component qf the- CPI 
shows trends ii\ medical care prices based on specific indi- 
cators of hospital, medical, dental, and drug prices. 

A recent revision of the CPI has been in use since Janu- 
ary 1978, and changes are noted where applicable in this 
report. 

Economic Stabilization Program (ESP).— This Federal 
program was established to control wages and prices. On 
Augi2st IS. 1971, all wages and prices were frozen for a 
period of 90 days, and a system of wage and price controls, 
administered throt^gh a cost-of-living council, was imple- 
mented. Controls continued, with periodic changes in the 



exibility and intensity with wWch they were enforced, un- 
til their legislative authority expired in April 1974. 

Gros;s national product (GSiP). -*Th\s is the most com- 
prehensive measure of a nation's total output of goods and * 
services. In the United States, the GNP represents the. 
doUat value in c?6rrent prices of all goods and services pro-^ 
duced for sale plus the estimated value of certain imputed 
outputs (i.e., goods and services that are neither bought 
nor sold). The GNP is the sum of: (1) corisimption expen- 
ditures by both individuals and nonprofit |frganizations, 
plus certain imputed values; (2) business investment in 
equipipcnt, inventories, and flew construction; (3) Federal, 
State, and local government purchases of goods and serv- 
ices; and (4) the sale of goods and services abroad minus 
purchases from abroad. ~ ^ 

^Health insurance plans. ^Health insurance plans are 
formal plans with defined membership and benefits, 
designed to pay all or part of the hospital, physician, or 
c^her medical expenses of the insured individual. The dif- 
ferent types of plans are as follows: 

Employment-related health insurance is any type of 
health insurance benefit provided by a firm for an 
employee, regardless of who pays the premium. 
Firm is any organization or* establishment (in- 
eluding for profit, not-for-profit. Federal, State, or 
local government) that employs one or more per- 
sons to provide goods or services, f 
Employee is any persoQ, 14 years or older, working 
for pay for a firm; self-employed persons are not 
eluded. 

Premium/payroll ratio is the total annual health in- 
surance premium divided by gross wages and sala* 
^ ries paid byHhe firm.^ 

Prepaid group plans involve physician group practices 
that provide a comprehensive range of health care 
services to an enrolled population for a fixed prepaid 
capitation payment. Prepaid group practice plans are 
one form of Health Maintenance Organization. 

Qlth Maintenance Organizations (HMO's).— These 
are public or private organizations that provide a com- 
prehensive range of health care services, either directly or 
u^der akcdflgement with others, to an enrolled population 
Tor a fixed prepaid capitation i^ayment. 

Medicaidy^Th'is program is federally aided but State 
operated andhsulministered. It provides medical benefits 
for certain low-injcome persons in need of medical care.. 
The program, a/thdrized in isf65 by Title XIX of thef 
Social Security Ax:t, categorically covers participants in the 
Aid to Families with Dependent Children program as well 
as some participants in the Supplemental Security Income 
program and other people, deemed medically needy in a 
participating State. States also determine the benefits- 
covered, rates of payment for providers, and methods of 
admihistering the program. 

Medicare.— This is a nationwide health insurance pro- 
gram providing health insurance protection to people 65 , 
years of age and over, /people eligible for social security 
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disability payments for more than 2 years, and people with 
end-s|ige renal disease, regardless of income. The program 
was Sacted July 30, 1965, as Title XVIII, Health In- 
surance for the Aged, ot the Social Security Act, and 
became effective on July 1, 1966, It consists of twor 
separate but coordinated programs: hospital insurance 
»(Part A) and supplementary medical insurance (Part B). 

National health expenditures.^This measure estimates 
the amount s|;>ent for all health services and supplies and 
health -related research and construction activities con- 
sumed in the United States during a specified time period. 
Detailcd'cstimates are available by source of expenditure 
(e.g., consumer out-of-pocket, private health insurance, 
and government programs) and by type of expenditure 
(e.g., hospitals, physicians, and drugs). Data are compiled 
from a variety of sources that collect data from the pro- 
viders of car^ 

Health xrvices and supplies expenditures are outlays 
for goofl^and services relating directly to patient care 
plus expend for administering health insurance pro- 



grams and for government public health activities. 
This category is equivalent to total national health ex- 
penditures minus expensiturcs for research and con- 
struction. 

Private expenditures are outlays for services provided 
or paid for by nongovernmental sources— consuoiers, 
insurance companies, private industry, and pjiilan- 
thropic organizations. f 

Public expenditures are outlays for services provided 
^ or paid for by Federal, State, and local govenmicnt 
agencies or expcndityres required by governmental ac- 
tibn (such as workmen's compensation insurance pay- 
ments). 

'^Personal health care expenditures.— These are outlays 
for gooclB and services relating directly to patient care. The 
expenditures in this category are total national health expen- 
ditures minus expenditures for research and construction, 
expenses for administering health insurance programs, and 
government public health activities. 
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Cacd No. 



I I M I I I I I I I I 



Expiration Date 
'Month/Year 



13 



rn;;^i 



Please send me inforniation on receiving future copies of Health, United States through a standing order. 



Company or per^^al name 

I I I J I n I I I I I 



Additional adjdress/at tent ion hne 

1 I I I M I I I n I 



Street address 

I 1 I I I I I I I I I I 



City 

I M ] I I I I I I I I 



A (or Country) 

I I I M I t I M I I 



PLEASE PRINT OR TYPE 



State 

J 



J I I i 



V ZIP Code 



FOR OFFICE USE ONLY 



QUANTITY 



CHARGES 



Publications _ 

Subscrfptions. 

Special Shipping charges _ 
International handling 
Special charges 
OPNR 



UPNS 

Balance Due\ 
Discount 
Refunds 



